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MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 07 () 5) 
LY CERTIFICATE OF DEATH ode 


1. PLACE OF DEATH Le wr neon ENCE pale” deceased lived. If institution: Residence before oy ion) 


©. COUNTY Coney RL | a. STAI Bly d b. COUNTY 


b. CITY OR TOWN . outside ‘sooparcte: limits, write 4 Ty OF STAY IN 1b ¢. CITY OR TOWN (8 outside carporate limits, write RURAL ond give nearest tawn) 


Meee he oy town) * 10 : Baltzs . 
wt Fg l f fa 


d. NAME S ea (If nat in hospital, give street |X da. i723 ADDRESS e. IS RESIDENCE 


5s OTR ri bid | 1721 Bolt Sut ‘(| ESSE 


[a Nd NAME OF First Middle Day 


lost 5 Year 
thee rin 505 None | ; 9 5G 


5. SEX 6, COLOR OR RACE |7. RRIED [-] NEVER MARRIED PR | 8. OATE OF BIRTH % pn 7 UNDER 1 YEAR] IF UNDER 24 HRS. 
2 e y) 
ale wobwerc} ono | Ag slp fees | "7" | 


1a. USUAL OCCUPATION (Give kind af work done! 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (State ar foreign country) 12. CITIZEN OF WHAT COUNTRY? 


urs after death. Page 4 


Te 


M by fhe funeral directar. 


Pages 1 and 2 Should be filed with 


24 e 


bon papers. 


anor mast of working life, even if retired) 5 
WY © O-7F> 
13: FAYHER'S NAME 14. MOTHER'S BEL 
o W. they Vit’ Lie 


pf Sahah gut. 
Sie wad es 4 rari u. Ss. pple Leela 16. SOCIAL SECURITY NO. }17. INFORMANT Address 
5 IN US ARMED FORCES 
- Hospital Rtetrdg 


18, CAUSE OF DEATH [Enter only one cause per line far (a), (b), ond (c)-] 
PART 1. DEATH WAS CAUSED BY: wt, 
IMMEDIATE CAUSE (0 A Ay. Dr 


QUE To 


in 72 hours afte\death. 


INTERVAL BETWEEN 
TH 


int Heat Ayslrp ONSET AND D 


Then please remave 


Conditions, if ony, which , 
gove rise to immediote 
cotfte (0), stating the under. { OVE TO 
lying couse lost. fe) 


Paps OME OTHER oe Meret EOP IONS CONTRIBUTING TO DEATH §UT NOT RELATED TO a aa DISEASE dito GIVEN IN PART Ia) | 19. fies AUTOPSY 


d a ERFORMED? 
UA TEL OLE AAA, Tot 


ves [] No 

200. ACCIDENT WAS UNDERLYING C]_ ]20b. DESCRIBE HOW (RUURY OCCURRED. {Ember noture of Le Port or Port 1 of item Hy 

OR CONTRIBUTING L] CAUSE OF DEATH 

{iF EITHER, NOTIFY MEDICAL EXAMINER) 

———— 
20c. TIME OF INJURY Month, = Year |20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, rae 1 20f, {City or town) (County) (Stote) 
Picir earn While Ne xii foctory, street, affice bldg., etc. 
Pom. lat work [7] ot work uh r 


21. U certify that | attended the deceased from._ aay, yy: =, 19.22%, thot | last saw the deceased 
olive an__ ps ney da tnd that deoth ans ot_2 VA ss, from the couses and on the dote stated above. 


» ADDRESS a t, cipy oF, » tote) DATE SIGNED 
ACTUAL 
SIGNATUR on eter ( PEM eee Vd ft bral fs 


PHYSICIAN'S 
NAME (Type) 


Za. BURIAL, Gea v2 nee pe Re, Leg Z EMETERY OR GfeyaTon Zz: OCATION (City, town, or county) 
EMOVAL (Speci) 
LHCALE 
23. FUNERA) DIRECTOR'S lacs Kes a 2ha. REC ed : — me REGASTRAR’S SIGNATURE 
vy { ms 
VU LLL AOL! LG PA Ff o pee aa cL OATE if | Ve 


ate has been signed by the attending physician and completely fil 
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AL DIRECTOR: After this certifi 


Pm 


may 
TO FUN 
the registrar priar ta burial, crematian, ar remaval, and in any event w 


page 3 should be detached far use as the burial-transit permit. 
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MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 0) ¢UO] 
MEDICAL EXAMINER'S CERTIFICATE OF DEATH PE «ae hd 


a) 


g2 8 _~ tem 20a Film G20 
$3. e \\ |). PLAGE OF DEATH % 8 2. USUAL RESIDENCE (Where dececied lived. If Institution: Residence before admission) 
$6 §\/M or CORNY ger manviano || ° STATE Maryland ». county Balto.City 

“ay 5 
fag “5 b. CITY OR [OWN outside corporate fimite, write RURAL c. LENGTH OF STAY IN Ib c. CITY OR TOWN (If outside corporote limits, write RURAL ond give neorest town) 
bs ng Gre ce on <a 
re as X|_ Sykesville yrs.Gmos. Baltimore Yol-&¥ 
8 Lipa ) 77 | 4. NAME OF HOSPITAL OR INSTITUTION (If not in hospital, give street address) d. STREET ADDRESS. @. Fs RESIDENCE 
& Springfield State Hospital 200 Hudson Street ak] Nei 
x s 3. pence First Middle Lost 4 aus Month Doy Yeor 
= Crp or prin Chester AUGUSTYNOWICZ bam July 27 1956 
pe 5. SEX 6. COLOR OR RACE |7. MARRIED [[] NEVER MARRIED [7]| 8. DATE OF 818TH 9. AGE tn year [IFUNDER TYEAR] IF UNDER 24 HRS. 


Male White wiowen ft ovorceo] | Vankeamenn 7/20 @ |e ee 1 Mens] Bar| HoT in 


Wa. USUAL OCCUPATION {Give kind of Aad done] 1b, KIND OF BUSINESS OR INDUSTRY | 11, BIRTHPLACE (Stotefor foreign a 2. CITIZEN OF WHAT COUNTRY? 
A) | during most of working file, even if retired) : V 
A aborer - Poland Unknow 


File pages and 2 with the registrar prior 


is m4 13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
\ I J Vincent Augustynowicz Unknown 
ena” 15. WAS DECEASED Even IN U, S. ARMED FORCES? |16. SOCIAL SECURITY NO. | 17, INFORMANT Address 
{Yes po. oF unknown) IM yes, give wor or dates of service] 
No - - Springfield State Hospital 


INTERVAL BETWEEN 
‘ONSET AND DEATH 


ours 


18. CAUSE OF DEATH [Enter only one cause per line for (0), {b), and (c).] 


IATL OAT Weoiste cause ) Agate myocardial infarction 
4 2S 
Conditions, If ony, which o_Pericardial effusion 


gove rite to immediote causel 
(0), stoting the underlying 


couilan Pee (Pulmonary edema 


hours. 


Zz PART I, OTHER SIGNIFICANT CONDITIONS CONTRISUTING TQ DEATH Ta mits RELA pie ie an DISEASE CONDITION GIVEN IN PART 1(0)|19. WAS AUTOPSY 
o|é vs contusion rt.s of brain, Pros RFORMED? 
215 4 ves no 
=[f 20 EMIERNAT CAUSE WAS A Mb: DESCKise HOW OCCURRED. {Enter noture of injury in Port I or Port 11 of item 18.) 
G [CAUSE OF DEATH nei ther’ Choked by another patient 
§ | 20c. TIME OF INJURY Month, Day, Year [20d. INJURY OCCURRED 202. PLACE OF INJURY (Home, form, 120F. (City or town) (County) {Store) 
8 vie X While Not al foctory, street, office bldg., etc.) | 
¥ ate ot work [] ot work | Springfield Hosp Sykesyv e,Carro le 
21. | cert hat | tack ae of the remains described abave, held an Autopsy £1], eerertay ol. Inquiry [], and find that 
death re: from: Natural causes [_], Accident [], Suicide [J], Hamicide [[], Undetermined cause [7]. 


certificate, writing the word “pending” in pencil in Item 18. Give Pages 1, 2, and 3 to the funei 


forwarded to the Chief Medical Examiner's Office along with form PM3. Page 5 may be retained for yor 


iY MEDICAL EXAMINER: This certificate should be executed within 24 hours ofter death. 


TO FUNERAL DIRECTOR: Page 3 should be used as a burial-tronsit permit. 


a 

DATE SIGNED 
SIGNATUpE 2 4 mp, CHIEF MEDICAL EXAMINER [[] 
a ASSISTANT MEDICAL EXAMINER (_] 

; 2 Examiner's 1/21/56 

. & NAME (type) James T, Marsh, M.D DEPUTY MEDICAL EXAMINER fig 

oete © Zio. SURAL CREMATION, |22b, DATE THEREOF Tic. NAME OF CEMETERY OR CREMATORY Bad. VOCATION (iy, tow, or coun) (Stote) 

fo} o oO 

= 


BO RIAL 7—-31- $6 |HoL Ka AL EV ERMAL 


23), FUNERAL DIRECTOR'S HGH 240. REC'D BY PEGI 
VS, AISME(5) f) uefa | C. Baw. 
5M 9/55, : A g BAL Py (2AL- 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 07052 
Item le, Film G200, ai bh CERTIFICATE OF DEATH : 


corel 


~ nie Reg. Dist. No. 
$. 3 1, PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. IF institution, Residence before odminy 
e 3 @. COUNTY 
- 38 “ MARYLAND b. COUNTY 
: = 
£ b. CITY OR TOWN (IF outside corporate limits, write | ¢. LENGTH OF SJAYIN Ib c. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town) 
3 MT AuRALondigiveivearestitown) YCTH OAUNG a . Ve ae 
ks 7 
us E | io ~ ]. NAME OF HOSPITAL (if nat in hospital, give street address) d. STREET ADDRESS e. tS RESIDENCE 
o} =o / oo INSTITUTION: ON A FARM? 
ae . |__3022 Roselawn_Avenue ves [NOS] 
5 
2 5 3 NAME OF ; l b tot 4. DATE Month Do Yeor 
a DECEASED + IM at Ren OF Y 
Sevag (Type or print) ‘ r DEATH 7 19 56 
re 5. SEX $. COLOR OR RACE |7. MARRIED} NEVER MARRIED [1] | 8. DATE OF BIRTH . AGE (In years [IF UNDER 1 YEAR] IF UNDER 24 HRS. 
Jae oy a Va tent birthdoy) Min, 
<4 WIDOWED: DIVORCED = 26n72 yn. 
te 
2 es. , | 8s. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY [11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
g g a f during most gf, working life, even if retired) Ma: land USA 
§ ves OusewL fe ry. 
© ev a 
es 6 8 1) 13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
co 
© 98376 
§ Bbe] Henry Wooden Wilhelmina 
EAS / 15. WAS DECEASEDEVER IN U. 5. ARMED FORCES? |16, SOCIAL SECURITY NO. |17. INFORMANT nephew 
: a & 4 | fies no. or unknown) (U4 yes, give wor or dates of service) it 1 Re ay & Mr ¥ 3022 Ro. la 
ele : () a. cords «Vernon Barlag selawn 
= £2 
3 é Be 1B. CAUSE OF DEATH [Enter only one cause per line for (0). (b). and (¢).] UNTERVAL BETWEEN Ave 
0 2G PART |. DEATH WAS CAUSED BY: 
@ Secs IMMEDIATE CAUSE (0) mcnophe umon.a 
£ aft > 
fess y / 
= £8 Ls DUE TO 
rt 
= a g > Conditions, it any, which b) 
3 BES goye ¢ to immediote 
Cees cotse (0), stating the under. (| OUE TO 
Perey lying couse lott. } 
23 
3385 ° 5 Patt Il OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED 70 THE TERMINAL DISEASE CONDITION GIVEN IN PART 1()]19. WAS AUTOPSY 
BEBl5 2 ip EAI 2 | 
26893 {Chronic Brain Syndrome assoc.with senile brain disease ves] No#y 
Foote = ]20c. ACCIDENT WAS UNDERLYING C]__[ 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port | or Port Il of item 16,) 
e435" - & JOR CONTRIBUTING C] CAUSE OF DEATH 
SeEsEes & [UF EITHER, NOTIFY MEDICAL EXAMINER) 
s) ve z 
¢ 65 & }20c. TIME OF INJURY Month, Day, Yeor | 20d. INJURY OCCURRED —|20e. PLACE OF INJURY IHome, form, | 20f. (City or town} (County) {Stote) 
iS 8 $e 3 Hour 0, m. 19 [While 0 Not Sige foctory, street, cffice bldg., etc.) | 
23 t work ot work i 
aSELS = Pom. a 
beu 
geese 21. | certify that | attended the deceased from March 23,_..., 1956., ta.._.dully.7,__., 19 thot | last saw the deceased 
zZ 35 ; 
£ oe 5 alive an___, | ens.) --,-» and that death aecurred ays 330_-P_M, fram the causes and an the date stated abave. 
EtOR5 ADDRESS (Street, city or town, tote) DATE SIGNED 
<5G Ct ACTUAL 
ed 
epee SIGNATUR “0. .Springfield-State-Hospital 
Of&sera 
£a= — 
Z 25 PHYSICIAN'S , L 
See NAME typed DLT AL} aS simi US : 
& = > e Reo. Peet baie ‘2b. DATE THEREOF ‘Zac. NAME OF CEMETERY OR CREMATORY 22d. LOCATION (City. town, or county) (State) 
>> %* EMOVAL (Speci , ‘ , i ; ‘ 
aenee ‘ad Loudon Pk National (am. Baltimore, Maryland 
eS 23. FUNERAL DIRECTOR'S SIGNATURE ADDRESS 24a. REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE 
VEa57ss) Leonard J. Ruck 05 Hanford Road #74. lun 7- ~SC | 2 


aie oa TATE 4 vg been’ a "thailand 18 A705 3 
FilmG20] : 


On56 
CERTIFICATE ‘OF DEATH Reg. Dist, No. 


1. PLACE OF DEATH 2, USUAL RESIDENCE (Where deceased lived. If insiluion: Botidence before odmisscn) 
9. COUNTY Lf) a MARYLAND b. COUNTY yy, 
: LL LE LLELA 
¢. LENGTH OF iy c. SITY OR TOWN (If outside gorporote Jimits, write RURAL ond give nearest town) 


FO 2 


£. é Gt OTLET — ATE 
rd. NAME OF ROSPITAT (if not in in howpitel, Give street oddress) 7 d, STREET ADDRESS. y, e. IS RESIDENCE 


OR INSTITUTION NA FARM? 
ves O No 4 
Yeor 
DECEASED OF 
{Type or print) AY, 7 Tr DEATH 19 5 oe 


s. i, ivy fle ORRACE ]7. ®. DATE OF BiTH GE (In yqers sate T Le iF UNDER 24 HRS. 
MARRIED JR NEVER a o by fp TEs aus 
WIDOWED [[] Divorced [1] ~-f//- yes. 
ete {Give kind of work done] 10b_KIND OF BUSINESS OR INDUSTRY11. APACE its Tepe aa aa ‘OF WHAT COUNTRY? 
ing most of working fe, even if retired) / 
LA OL VALE 


14, MOTHER'S MAIDEN NAME 
. 


ond 


Py the funeral director, 


rs after death: Page 4 
Pages 1 ond 2 shauld be filed with 


‘- 


3. NAME OF First Middle 4. DATE eZ 


in 24 


ONMLEL SELES Lz, MA a (fg oa DEMS COA 


‘1S. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. | 17. Wen, Address 
= {Yes, 90. oF oN {IF yes, give wor zee dates of service) t d v4 
0 Muss. th. Letitslser- - ez 


18. LO OF DEATH [Enter only one couse per line for (0), (b}, ond (c}-] INTERVAL BETWEEN 


ON’ AND DEATH 
PART |. DEATH MEDIATE cause o,__rteriosclerotic cardiovascular disease 20 


DUE To 


se remave carbon papers. 


Then 


the registrar priar to buriol, cremation, or remaval, and in any evel 


Conditions, if ony, which 
gove rise to immediote 
cotse (0), stoting the under- 
lying couse lost. 
Patt I. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 10) |19. teoaee a 
——E—E—rareeee Ra 


yes] NoX] 


‘200. ACCIDENT WAS UNDERLYING (] ‘20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port I of item 18.) 
OR CONTRIBUTING () CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED 20e. PLACE OF INJURY (Home, farm, ' 20f. (City or town) (County) {Stote) 
Hour o. m. While Not wiles foctory, street, office bldg., etc.) 
p.m. lot work [[] of work i 


21. | certify thot | attended the deceased om 1955 192. to... 32. August 19 56 that | last sow the deceased 
alive on__.30_Au 1956, ond that death occurred at__.4200M, fram the causes and an the date stated abave, 
7 ADDRESS (Street, city or town, stote) DATE SIGNED 


SeWATURI mo, Liberty Road at Eldersburg 


DIRECTOR: After this certificate has been signed by the attending physician and completely fi 
MEDICAL CERTIFICATION 


ined by the hospital ar attending physician. 


PHYSICIAN'S 


NAME (Type)__ iin kesville.P.0., Marylend 2 


ae NAME OF oy [oJ se alle “Ze LOCATION ( yy jown, OF county) {Stote) 
OF Le Loc 2 Wag 
ESS” 24a. " ye Soa b, REG/SFRAR'S SIGNATUR 
vasa : lech Se Ue Wel, Ys 
4 KZ ea DATE 


1SM 9/5: 


~ 


moy 
TO FUN! 
page 3 shauld be detached far use as the burial-transit permit. 
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wrs after death. 


Then please remave carbon papers. 


led by the hospital ar attending physician. 
the registrar priar ta burial, cremation. ar removal, and in any event within 


2 
a 
3 
S 
8 

oo] 
c 
6 
< 

= 

a4 
ES 

<= 
a 
2 

13 

6 
. 

a? 

3 
e 

= 
= 

i) 

3 

i 
c 
s 
2 

5 
8 

2 
4 
3 

- 
5 
8 

= 
& 

< 

a 

fe) 

r 

5 

a 

= 

a 


* 


OSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed wi 
TO FUN; 


page 3 shauld be detached far use os the burial-transit permit. 
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MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
D4 CERTIFICATE OF DEATH 


7054 7 


Reg. Dist. No. 
1. PLAGE OF DEATH 2. USUAL RESIDENCE (Where deceore lived. If inattution:Reidence before edition) i 
oO oO. b. COUNTY 
@ 4 MARYLAND Maryland Montgomery 
b. CITY OR TOWN (IF outside corporole limils, wrile | ¢. LENGTH OF STAYIN Ib |] __c, CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town) 
RURAL ond give nearest Ti 
esvilie 5 mos. Bethesda 
d. NAME OF HOSPITAL (If not in hospital, give street address) d. STREET ADDRESS e. 1S RESIDENCE 
OR INSTITUTION ON A FARM? 
Springfield State Hospital 5820 Johnson Ave. ves [JNO Bg 
3. NAME OF First Middle lost 4. DATE Month Doy Yeor 
DECEASED OF 
(ype or prin) ary Bertha Kiy Baxter DEATH July 3 19 56 


5. SEX 6. COLOR OR RACE | 7. MARRIED [7] NEVER MARRIED [] |8. DATE OF BIRTH 9%. AGE fin weer IF UNDER 1 YEAR] IF UNDER 24 HRS. 
ios! OY] Month: Do; Min. 
Female White WIDOWED 9] ovorceol) | Septe 15, 1870 ee ae [ae cea Tava me 
10a. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
during mostgf working i aren if retired) 
lousewife - Washington, D.C. 


UeSehe 
13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
William Klug Unknown 
15. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. |17, INFORMANT Address 
(Yes, no, or unknown) {It yes, give wor or dates of service) 


No Springfield Hospital records. 


18, CAUSE OF DEATH [Enter only one couse per line for (0}, {b), oftd (c)-] 


PART 1. DEATH WAS CAUSED BY: 
IMMEDIATE CAUSE (0} Septicemia 


INTERVAL BETWEEN 
ONSET AND DEATH 


wee 


: DUE TO 
Conditions, # aay: Shiet w__Pyonephrosis Unknown 
gove tise to immediote| 1. 14 
cotse (0), sloting the under. i: 
lying couse lost. o__Decubitus ulcer Weeks 
Part Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN tN PART I(o) |19. Bi ted 
Chronic Brain Syndrome associated with senile b: n dis ith psychoti ves] NO 
20a. ACCIDENT WAS UNDERLYING 1) 20b. DESCRIBE HOW INJURY OCCURRED. {Enter nolure of injury in Port 1 or Port Il of item 16.) ti 
OR CONTRIBUTING CO) CAUSE OF DEATH reactione 


(IF EITHER, NOTIFY MEDICAL EXAMINER} 


———— 
20c. TIME OF INJURY Month, Doy, Year | 20d. INJURY OCCURRED 20e. PLACE OF INJURY (Home, form, 5 20f. (City or town) (County) (Stote) 
Hour 6.m. While Not while factory, street, office bidg., etc.) § 
p.m. 19 lot work [1] ot work [) ‘ 


21, | certify thot | ottended the deceased from,__Fehruary 6, 1956_, to_ July. 3..-.., 19..56,that ' last saw the deceased 


MEDICAL CERTIFICATION 


olive on__JUIY 25. _____. . 192.56 ___, ond thot death occurred at_2:2:30_.AM, from the couses ond on the dote stated above. 
2 ADDRESS (Street, city or town, stote] DATE SIGNED 
SeNATUR mo. .. Springfield State Hospital ______7-3-56 _. 
Nant Walther H, Sonnenfeldt, MD.  __ | Sykesville, Maryland 
ny RI ee ‘2b. DATE THEREOF 2c, NAME OF CEMETERY ORCREMATORY 22d. LOCATION (City. town, or county) (Stote) 
BENVAL (speci , 
Re=s0.u Bus, Te 6-56 Fk. Ar weonnw TR Ges. 2%, Bhf4Ar 2. 
a 7 


A RAL DIRECTOR'S SIGMATURE ADDRESS a 24a, REC'D BY REGISTR, db. REGISTRAR’: 
oie BIS Ft es 


3 SIF 
g) 
ae nec, ee res cane EADY SB 2 a hh AISI TD 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 07055 
7989 CERTIFICATE OF DEATH aepapnaie 2 


2. et RESIDENCE (Where deceosed lived. If institution: Residence before odmission) 


0. STATE b. COUNTY 77 
Adie AND th, RROL 
c. CITY OR TOWN (if mer corforote limits, write RURAL rd re nearest town) 


WESTMINSTER 


PLACE OF DEATH 


Ce ee 2) R £0 


b. CITY OR TOWN (It outside ea 


RURAL WM ake 


MARYLAND 
¢. LENGTH OF STAY IN Ib 


AWWEE; 


d. NAME OF HOSPITAL (If nol in hospitol, give street oddress) @. STREET ADDRESS © IS RESIDENCE 
£ ¥) ON A FARM? / 
a = th) Osh =. A/V RY, yes 1] No (—— 


4, DATE Month Day Year 


OF 
DEATH Yul 13 SB 
9. AGE (In yeors [IF UNDER 1 YEAR| IF UNDER 24 HRS. 
lost birthdoy) | Months] Ooys | Hours] Min. 
yn. 


"AS. SARAH AINNE BEmiLjze 


5 SEX © COLOR OR RACE |7. MARRIED L] NEVER MARRIED [] ®. DATE OF BIRTH 
EMAL | j E  |wivowen (~  vvorceo Jud S/ 1G 


4 hours 
Pages @. sl 
l 
h 


DIRECTOR: After this certificate has been signed by the attending physician and completely fille: 


Tee ese ad 


em ee eAdem one 


1B. CAUSE OF DEATH [Enter only one couse per line for (0), (bp. 


PART I, DEATH WAS CAUSED BY: 
IMMEDIATE CAUSE (0} 


QUE TO 


: 100. USUAL Cee Ge eee eck done! 10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (Stale ar foreign country) 12. CITIZEN OF WHAT COUNTRY? 
dyring most of working lif en if relired) 

st ‘LA =f nt WORCESTER C0, Ni USB 

2 13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 

So 

o . a 

rs OST ONNE R [2 Alle MUMPFakLD 

° 

E 

© 

£ 

J 


INTERVAL Doeny 
ONSET AND DEATI 
Cd 


deg 


Th 


the registror prior to burial, cremation, or remaval, and in any evént within 72 hours after death. 


Conditions, if any, which wo 
gave rise ta immediote 
cause (a), stofing the under. ( PVE TO 


lying cause lost. {e) . 
Parr Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(o}/19. WAS AUTOPSY 
; vs] no] 


20a. ACCIDENT WAS UNDERLYING O) 20b, DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Part | ar Part Il of item 18.) 
OR CONTRIBUTING C] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, ah Yeor | 20d. INJURY OCCURRED ‘20e. PLACE OF INJURY (Home, form, 120F. (City or town) (County) (Stote) 
Hour a. p. While Not cael factory, street, office bldg., cal 
p.m. jot work [_] at work 


21. | certify. thot | ottended the deceosed from. nacre 2-H)... 129.6, to! VW Y™\_ 19, ILL. that | lost saw the deceased 
alive on__ 2. WS __, ont Mat deoth occurred ot LeOSF: 2M, from the couses and on the date stated above. 


ADDRESS (Street, city ar town, state) 7, DAJE SIGNED 
AEA ee Ned Melse 


MEDICAL CERTIFICATION. 
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22a. BURIAL, CREMATION, 2b. DATE THEREOF 2c. NAME OF CEMETERY baad G 72d. LOCATION (City, town, or county) (Stote) 
5 Dp 4 } 
BRA WC Py RAL MAMIE Ma 


4a, REC'D BY REGISTRAR Vea. REGISTRAR'S SIGNATURE 4 yw * 
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CERTIFICATE OF DEATH ven oil y- 
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before admissibn) 
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of 3S 

oe ee 3 MARYLAND 6.5 b. COUNTY 

Shoe fi 
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8 8: Jy RURAL oes pe town) 
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os = OR INSTITUTION ON A FARM? 
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g a & A fi during most of working life, even if retired) 

BS Ves a 
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es: is Zo Ld. Z ‘ee ODRESS (Street, city or town, state) DATS SIGNED 

<a cs ACTUAL We) F LA ; a ‘ fel 
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21. | certify that | attended the deceased fram. 2 ty. Ul an. Tedeer to_duly 31____., 19.56. that | last saw the deceased 
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MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 67058 
MEDICAL EXAMINER'S CERTIFICATE OF DEATH Bs fei 


eds er OEATH. 2. USUAL RESIDENCE (Where deceased lived. If Institution: Residence before admission) 
°. 


arroll marnano |! eryvlon * CONN arrold 


b. on OR TOWN if outside corporote limits, write RURAL | ©. CITYOR TOWN {If outside corporate fimits, write RURAL ond give nearest town) 
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3. NAME OF it Middle 4 ae Month 
ee y (nT ae Tah ee jw 
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Slat HOMICIDE INJURY 
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23 ANERAL DIRECTO! Sy ‘ADDRES ic. REGS Lie: TRAR, | 2p /REGISTRAR’S Si 
VS. AISME(S) y, 4 Sy, 
sm 93s | Z fr2liod Yoni oatl//O IN 6A, tL 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
2 CERTIFICATE OF DEATH 


1. PLACE eae 2. vee a (Where deceased lived. If institution: Residence before odmissibn) 


Oo COUNT carroll MARYLAND b. COUNTY pee i 


M b. CITY OR TOWN (If outside corporote limits, write | c. LENGTH OF STAY IN Ib ¢. CITY OR aie (r Panes corporote limits, write RURAL ond give nearest town) 
Rural _ aie pos — 


d. NAME = avi te (If not in hospital, give street 1 10me ets FESIDENCE 
ON AF. 


o 
= 


after death. Page 4 
shauld be filed with 


oR ringts 
pringfield State Hospital v5) NOLE 


3. NAME OF First Middle Lost 4. DATE Month Doy Yeor 
DECEASED 


Cree or i William Singleton GEOGHEGAN Bam di 17__1986 


6. COLOR OR RACE |7. MARRIED [] NEVER MARRIED [-] | 8. DATE OF BIRTH 9. AGE (In years [FUNDER 1 YEAR] IF UNDER 24 HRS, 
Whi: lost birthdoy) [Months] Days | Hours Min. 
te winoweo []__ovorceo | October 41900 55 ors. 


10a. USUAL OCCUPATION (Give kind of work done] 10b, KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
during most of working life, even if retired) 


Clerical work Maryland 


13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 


Benjamin Geoghegan Vendie McNamara 


1s, WAS DECEASED EVER IN U. S. ARMED FORCES? [16. SOCIAL SECURITY NO. |17. INFORMANT Address 
(Yes. po or unknown) eae wor or dates of service) 
Yes v w 220-09-6435 pringtield Hosp al recorms, 


18. CAUSE OF DEATH [Enter only one coute per line for (0), (b), ond (¢)-] INTERVAL BETWEEN 
PART |. DEATH WAS CAUSED BY: ONSET AND DEATH 
IMMEDIATE CAUSE (0 stric hemo: 


DUE TO 


Conditions, Ifiony. shich Duodenal ulcer 


pe ee ee 
gove rise to immediote : 


cote (0), stoting the under- ( DUE TO 
lying couse lost. @ 
PART IL OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART Ifo) | 19. en. 


S-Bis pesos ates BioRad oT ert intox. ,with psychotic reactian sk) ol 


200. ACCIDENT Wi a ul Del RVING . DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port Il of item 18.) 
OR CONTRIBUTING C) CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Day, Year |20d. INJURY OCCURRED =| 20e. PLACE OF INJURY (Home, farm, 1 20f. (City of town) (County) (Stote) 
Hour 9. m. While Not while foctory, street, office bidg., etc.) 
pom. 19 fot work [] ot work [1] H 


ae | certify that | attended the ay” from Septe 1. __ 1985_, to. July 17._._.., 1956__that | last saw the deceased 


66: and that death accyrred oflOshSA m, from the causes and an the date stated abave. 
1 / ADDRESS (Street, city or town, stote) DATE SIGNED 


pelea Me MAA LAA f ly, _-Soringfield State Hospital 


PHYSICIAN'S 
NAME (Type) Walther H enf MoD 


‘Zo. BURIAL, ee 2b. DATE THEREOF ‘2c. NAME OF CEMETERY OR CREMATORY 22d. TCR (City, town, or county) (Stote) 
Bieter” | 7/20/56 Baltimore Netional Baltimore Maryland 


23. FLINERAL DIRECTOR'S SIGNATURE "7 D BY REGI: 2ab, EG R'5 SIGN 
ps IS; a ‘2a. iy) WEG, ieeZ ae Ww lt 
d E7 2 ote A Z 


Pages | and # 


72 hours after death. 


Then please remave carban papers. 


ate has been signed by the attending physician and campletely fitlel 


MEDICAL CERTIFICATION, 


DIRECTOR: After this certifi 
wid be detached far use as the burial-transit permit. 


the registrar priar ta burial, crematian, ar remaval, and in any event wi 


~ 


may be, 
page 3 
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TO FU 


VS AIS (4) 
1SM 9/55. 


| nvring 


Drarsosel 


MARYLAND STATE DEPARTMENT wr HEALTH—BALTIMORE, 18 ny) 062 — 


T 


men? CERTIFICATE OF DEATH 6 
Phat: { 7NOH Reg. Dist. No. 
% 2: fA 1. riage oe DEATH ag | 2. USUAL, RESIDENCE (Where deceased lived. If institution: Residence before admission) 
S 2. °. b. COUNT Z 
“ pe eon g Maryland Baltimore ¢ 
r A b. CITY OR TOWN [If outside corporote limits, write [c. LENGTH OF STAY IN Ib c. CITY OR TOWN (If outside corporote limits, write RURAL ond give necrest town) 
ea RURAL ond give neorest town) 
BS S Lewy. ‘Rural Rockdale, Baltimore 7 
22 de NAME OF HOSPITAL (tf not in hospitel, give street address} d. STREET ADDRESS e. IS RESIDENCE 
=o % OR INSTITUTION ON A FARI 
= nksburg Nursing Home 9 Milford Mill.Rd. ve Oo 
2 
3. NAME Fi i 4. 
» DECEASED d et Nicole, lost note Month Doy Yeor 
4 (ype or prin) ~—s Same George Harden beate = July 3 1956 
S 5. SEX 6. COLOR OR RACE |7. MARRIED K] NEVER MARRIED [] | 8. DATE OF BIRTH 9. AGE (In yeors [IF UNOER | YEAR| IF UNDER 24 HRS. 
= lost birthday) [Months[ Doys | Hours] Mi 
4 Ma hite |wroweG oworceo | Aug 20, 1 e8h yes. 
a WOo. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign country’ 12. CITIZEN OF WHAT COUNTRY? 
g3— during most of working life, even if retired) 
Sa / Macnin eve land enn ¥ A 
aq 14. MOTHER'S MAIDEN NAME 
oO 


K Harden 12 natMmen 


ee DECEREDEVER NL uy. © fae ren 16, SOCIAL SECURITY NO. 117, INFORMANT Address 
peas unl Bea es as Saad 
O No None 216-07-9174 Mrs. Marie C,. Hendricks, Reisterstown,Md 


18. CAUSE OF DEATH [Enter only one couse per line for (0), (b), ond (Se Potee BETWEEN 


Then please remav 


PART |. DEATH WAS CAUSED BY: T AND DEATH 
> IMMEDIATE CAUSE (0) 
; DUE TO 
Conditions, if any. which (b) 


gove rise to immediate 
couse (0), stoting the under, ( CUETO 
lying couse lost. te 


-teansit permit. 


Past es ces CONDITIONS Ee TO DEATH LBUT N NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0)| 19. Ree See all 
O ener = (penx 2 pe ge yty ves F]_ Nod 


ae ACCIDENT NOT BP EELTING Oo 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port t or Port II of item 18.) 
IR CONTRIBUTING (] CAUSE OF DEATH 
fr EITHER, NOTIFY MEDICAL EXAMINER} 


20c. TIME OF INJURY Month, ai Yeor | 20d. INJURY OCCURRED 20. bee OF INJURY (Home, farm, 4 20f. (City or town) (County) {Stote) 
Hour on. While Not sie foctory, street, office bldg., ete.) | 
p.m. lot work [7] ot work H 


21. | certify, that | attended the deceased pone AS... 9.53, to. a beste 3, 19S@. that | last saw the deceased 
alive on_. a aan 22.-., and tha! > 9 occurred ath’ ACA, from the causes and an the date stated above. 


‘ADORESS (Street, city or town, stote) DATE SIGNED 
1th ee a ens WZ Lah las 
Nintined__Waverly ‘S, Green 


Ro. ae igen ‘Wc. NAME OF CEMETERY OR CREMATORY 22d. LOCATION (City. town, of county) (Stote) 
Bui ard. ar Jul vs 6 PP don J 4 Ceme Ler Ba tia mers Mary land 


MEDICAL CERTIFICATION: 


ined by the haspital ar attending physician. 
DIRECTOR: After this certificate has been signed by the attending physician and campletely fille 


lauld be detached far use os the buri 
the reglstror priar ta burial, cremation, ar remaval, and in any event within 72 hau; 


€ 


OSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed within 24 haurs afte: 
page 3) 


x oz 
Gi [Sta Leth Like Mhaad A ZA [nhlerg 


al 


y the funeral director, 


: The low requires thot the death certificate be executed within 24 hours after deoth: Page 4 


BRECTOR: After this certificote has been signed by the attending physician ond completely fille 


gained by the hospito! ar ottending physicion. 


TO HOSPITAL OR ATTENDING PHYSICIAN 


¥% 


bon popers. Poges | ond 2 should be filed with 


-tronsit permit. 


auld be detached for use os the burial: 


2 Yeu ° 


wi 


= Wa. USUAL OCCUPATION (Give kind of work dane| 1b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
“3 / yng mos! of warking life, even if retired) 
8 armer near Sykesville, Md. United States 


MARYLAND STATE DEPARTMENT OF HEALTH-BALTIMORE, 18 
CERTIFICATE OF DEATH O406 


Reg. Dist. No. 
a, page caida 2 ap epee hag (Where deceased lived. IF institution: Residence before admission) 
o. a. b. COUNTY 
ro paca ag Maryland Carroll 


b. ee Ce TOWN (If outside corporate limits, write 
° 


arat ykesville 


c. CITY OR TOWN [If oulside corporate limits, wrile RURAL ond give nearest town) 


Sykesville - Rural 


¢. LENGTH OF STAY IN 1b 
since 6-29-55) 


d. NAME OF HOSPITAL (if not in hospital, give street address) d. STREET ADDRESS e. IS RESIDENCE ; y, 
OR INSTITUTION 3 ON A FARM? 
ingfield StateHospital - YES f@ NOC) 
ai Pe First Middle lost 4, 2 Manth Day Yeor 
{Iype or print) Charles Herbert HARDING DEATH July 9th 1956 


5. SEX 6. COLOR OR RACE |7. MARRIED L] NEVER MARRIED 8. DATE OF BIRTH 9.-AGE tn yeor IF UNDER 1 YEAR] iF UNDER 24 HRS. 
laj Oy) Month: Min. 
male white winowen] _ovorceot] | Sept. 11, 1878 sii yal Bvee -" 


13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 


Robert A. Harding unknown 


15, WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. |17. INFORMANT ‘Address 
(Yer, 0. oF unkoown) (It yen, give wor or dotes of vervice) . 
no —- unknown Records of Springfieli State Hospital 
18, CAUSE OF DEATH [Enter only ane cause per line For (0), (b}. ond (c)-] INTERVAL BETWEEN 
PART 1. DEATH WAS CAUSED BY: , é ONSET OFA 
: IMMEDIATE CAUSE (0 or) Bon es 
DUE TO 


Conditions, if any, which oh» avten, 1 WOK || ere 


gave rise to immediate 7 


cause (a), stoling the under- DUE TO ; 5 
lying couse lasi. t oe A is 


Z Paxt 11. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMMMAL DISEASE CONDITION GIVEN IN PART 1(o)]19. WAS AUTOPSY 
21p ss LK, ‘ g ; PERFORMED? 
3 Y ma WwW Conk atten ke yr | Ys Now 
E [20a, ACRDENT WAS UNDERLYING [1 _[20b. DESCRIBE HOW INJURY OCCURRED. (Enlor nature of injury in Port {er Por IT oF item TB.) "1, 
& | or CONTRIBUTING C1] CAUSE OF DEATH 
5 | (IF EITHERMR@FIFY MEDICAL EXAMINER) _- 
& [20c. TIME OF INJURY Manth, Dey, Yeor [20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, | 20F. (Cily ar town) (County) (Stote) 
5 Hour 0. 7. = While Not wivtees= foctory, street, office bidg., etc.) | pene 
= pom. 19 fot work [] ot work [] \ 

21. | certify that | attended the deceased from_Aug 22... ,19.55., to_dmly.9______., 195G..thot | last saw the deceased 


olive on_July.9 Ss, NoeaGs | ond that death occurred ot 925A Mm, from the causes and an the date stated above. 


; ADORESS (Street, city or town, state) DATE SIGNED 
SMe Unerfn Gr 7 we, --.-.-_.-.-_ Sykesville, Ma: 


PHYSICIAN'S by 
NAME (Type)___ Martin } ee eS ee ee 


ED 
‘Zo. BURIAL, CREMATION, | 22b. DATE THEREOF Tc. N. fF CEMETERY RY Td. LOCATI (Citygt ’, 
DAVE Ey fies Pitiselie HAC Bh eet tli, PEt 


BAL DIRGCIOR’S SIGNATY) a pe D pP40. REC'D BY REGISRAR | 24b. REGISTRAR'S SIGNATURE 
ecGees WV Hhecghile Bon PIES |b Spereg 20 


oll 


Page 4 should be 


is necessary, please exe 


ector. 


ip 


- If ony det 
h farm PM3. Poge 5 moy be retained far you 


tig 


File pages } and 2 with the registrar prior to b 


Item 18. Give Pages 1, 2, ond 3 ta the funer, 
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ar removal. 


VS. AISME(5} 
5M 9/55 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 ()'7(J64 
MEDICAL EXAMINER’S CERTIFICATE OF DEATH ee 4 7H 


2. USUAL RESIDENCE (Where deceased lived. 
©. STATE 


MARYLAND 
. CITY OR TOWN itt ride corporate fimin, write RURAL ¢. LENGTH OF yee IN 1b i OR TOWN (If outside corporate limits, write RURAL and give nearest lown) 


cond give nearest 
L— LL (Cage theron 


x 
d. STREET ADDRESS @. 1S RESIDENCE / 

ON A FARM? / 

ves] NOW 


3. NAME OF i E . Day Year 


vor B pe AO wSE 


—T= 
SSX yg %. COLOR OR RACE |7- MARRIED TR NEVER MARRIED (]| 8. DATEOF BIRTH = / bea [IF UNDER TYEAR] IF UNDER 24 HRS. 
= th: Min. 
a ¢ wioowea (] oivorceo [) v f ZO if" 5/ oD ym, [Monts] Ber rea in 


Wo, USUAL Cobely er jive kind of f= done] 10b, KIND OF 8USINESS OR INDUSTRY BIRTHPLACE (Stote or foreign courttry) 12. CITIZEN OF WHAT CQUNTRY? 


dufing even if refi 


4, 


At WAS —— Yen in 0. ts FORCES? [16, SOCIAL SECURITY NO. [17. INFORMANT mT 
2/2 -30 -2F b7o EN Ta Oy Grvelle_ 


18. CAUSE OF DEATH [Enter only one cause per line for (0), {b}, ond (c).] IeTeRvat aetwveen 
PART |, DEATH WAS CAUSED BY, Vous 
F : WMMEDIATE CAUSE e) ‘ce C- v 

9 DUE TO 
Conditions, if ony, which 
Gove rise to imme, 
{0}, stoting the onder! 
couse losl. 


PART it, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINALOISEASE CONDITION GIVEN IN PART 1(0)| 19. tas AUTOPSY 
See PERFOR. 


MED? 


yes 1] 


200. EXTERNAL CAUSE WAS, 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port Il of item 18.) 
ee Der co CONTRIBUTING D} 


20c. TIME OF INJURY — Month, Day, Year {20d. INJURY OCCURRED [208. PLACE OF INJURY (Home, form, 1 20¥. (City or town) (County) {Stote) 
Hour 9. m, While Not white foctory, street, office bldg., etc.) | 
p.m. ‘al work [[] ot work [1] 1 


21. I certify that | taak charge of the remains des¢ribed abave, held an Autopsy [_], Inspectian [Xfi Inquiry Bend find that 
death regufted from: Natural coves Accident [], Suicide [], Homicide [], Undeterminéd cause []. 


MEDICAL CERTIFICATION 


acTuAL eek vl. DATE SIGNED 
SiGnatusey C- ¢ ip, CHIEF MEDICAL EXAMINER (] : 


ASSISTANT MEDICAL EXAMINER [1] 
E 2 / 
N, FFAS [f- DEPUTY MEDICAL EXAMINER [3 
To. senso Sean le. DATE THEREOF a NAME OF CEMETERY OR CREMATORY 72d. LOCATION (City, town, or eu {Stote) 


Me CarrallCo YIP 


SuriAl A Ah rae 
23. oa DIRECTOR'S SIGNATUR ADDRESS I ap tenga 
j U 9 2 
CY beA2 Up emrpesl , Wa Sound) Lite, 
CG 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
. CERTIFICATE OF DEATH 


— 


07065 


>» Reg. Dist. No. 
E 4 1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If intitution: Residence before edmision) 
= ° °. b. COUNTY 
3. Carroll Litevileoone Maryland Balto. City 
Se b. CITY OR TOWN (If outside corporote limits, write | c. LENGTH OF STAYAN Ib c. CITY OR TOWN (If outside corporate limits, write RURAL ond give nearest lown) 
ga RURAL ond give neorest lown) vA 
52 ykesville 8mos. Jdayp Baltimore V ’ 
22 d. NAME OF HOSPITAL (If not in hospital, give street oddress) , STREET ADDRESS . 18 RESIDENCE 
=e OR INSTITUTION ON A FARM? 
ae pringfield State Hospital 1602 Ellamont Street Yes 1) No P& 
» 
3. NAME OF Fint Middle Lost 4. DATE Month Doy Year 
DECEASED OF 
"3 Pye on Pen George KAHL Beata July 191956 
2 5. SEX 6. COLOR OR RACE ]7. MARRIED (CO) Never MARRIED WW | & OATE OF giRTH 9 OF (in year IF UNDER 1 YEAR) IF UNDER 24 HRS. 
lost birthdoy! Min 
Male White wibowen pivorceo [] Feb. 23, 1863 5 ys. H 


12. CITIZEN OF WHAT COUNTRY? 


U.S.A6 


Wo. USUAL OCCUPATION (Give kind of work done| 10b. KIND OF BUSINESS DR INDUSTRY | 11. BIRTHPLACE (Stote or fareign country) 
during most of working life, even if retired) 
own LA, Maryland 


13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 


Henry Kahl Christina Wise 


5. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. ]17. INFORMANT Address 


8.0, F ynknown) If yes, give wor or dotes of service] 


L i) No (2th, Springfield Hospital records 


18. CAUSE OF DEATH [Enter only one couse per line for (0), (b). ond (-) 


PART |. OFATH MeDAtE cause jo)__Cancer of the left 


QuE TO 


INTERVAL BETWEEN 


ONSET ANQ DEATH 
fonths 


rotid gland with metastases 


Then please remove corbon popers. 


Conditions, if ony, which 
gove rise to immediote 


cote (0), stoting the under- ( OVE TO 
lying couse lost. . 

Past Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(o) | 19. pee aa Sack 
Arteriosclerotic heart diseases xesbh psychosis, with cerebral arterio- | (iroMer. 


ETO 
200. ACCIDENT WAS UNDERLYING 17 ‘20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port | or Port Il of item 18.) 
OR CONTRIBUTING [] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


=Uaamicinar 
20, TIME OF INJURY Month, Ooy, Year | 20d. INJURY OCCURRED 20e. PLACE OF INJURY fHome, farm, ; 20f. (City or town) (County) {Stote) 
Hour 0. m. White Not while foctory, street, office bldg., etc.) | 
Pam. 19 fot work [] ot work i 


21. 4 certify that | attended the deceosed from__JUIy 2... 19.50, to July 19, 19.56 thot 1 tost saw the deceased 


-, and that death occurred ot8220 Am, from the causes and on the dote stoted obove. 
ADDRESS (Sicee!, city or lown, stole) DATE SIGNED 


mo, _Springfield St. 
Name(s Walther H. Sonnenfeldt,’ MeDe _Sykesville, Maryland 


‘Zo. BURIAL, CREMATION, | 2b, DATE THEREOF Re. E OF CEMEFERY OR CREMATORY 72d. LOCATION (City. tpwn, or county) (Stote) 
EEMOVAL (Sp Yl = 4 Z Lua 
¥v a Jg/- J OVAL - o. - 


23. FUNERAL DIRECTOS’S SIGNATURE ADDRESS 


: 24a, REC'D BY REGISTRAR | 24b, REGISTRAR'S SIGNATURE 
SAIS (4) Leas og |W 4A/7 St#favl 3 ote 7-20-96 VAS LZ Zlece) 


MEDICAL CERTIFICATION: 


DIRECTOR: After this certificote hos been signed by the ottending physicion ond completely fil 


ould be detoched for use os the buriol-tronsit permit. 
the registror prior to buriol, cremotion, or removol, ond in ony event within 72 hours ofter deoth. 


tained by the hospitol or ottending physicion. 


[4 


< TO HOSPITAL OR ATTENDING PHYSICIAN: The low requires thot the deoth certificote be executed within 24 hours offer deoth. Poge 4 
page J 


z 
= 
RS 
S. 
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al 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 07066 
nos CERTIFICATE OF DEATH aati ae 


sat 15. WAS DECEASEDEVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. 17. INFORMANT Address 
4} Dyes. no, oF unknown) Mit yes, give war or dates of service) . : 
a No none pringfield Hospital records 


VB. CAUSE OF DEATH [Enter only one couse per fine For (a), (b). ond (€).] 


INTERVAL BETWEEN 


Then please remay. 


- the registrar priar ta burial, cremation, ar remaval, and in any event within 72 haufs afte 


+ ss 
S % Hs N i. 1, PLACE ene 2. bite feeb eg (Where deceased lived. If institution: Residence before odmission) 

& £8 cot Carrel marvano || ° STE Maryland & COUNTY Balto. City 

£ Be b. CITY OR TOWN (If outside corporate limits, write | ¢. LENGTH OF STAY IN 1b ¢. CITY OR TOWN (If outside corporole fimits, write RURAL ond give nearest town) 

§ o2 vy RURAL ond give nearest town) * “ 

eee) x Sykesvilie fyx.limos.2dyg|. Baltimore / ral 

=. eu d. NAME OF HOSPITAL (If not in hospital, give street address) d. STREET ADDRESS e. 1S RESIDENCE 

S oss L OR INSTITUTION be ON A FARM? 
ear / Springfield State Hospital ndhurst St, ,Balto.29, ves (]_No 
2 . a: NAME OF First Middle Lost 4. DATE Manth Day Year 
S25 (Type or print) William ames KERNAN DEATH duly 1 19 56 

3 8 5. SEX 6. COLOR OR RACE |7. MARRIED [Bf NEVER MARRIED [J | 8 DATE OF BIRTH 9. AGE (In years |IF UNDER 1 YEAR| IF UNDER 24 HRS. 
= al 2 last birthday) [Months] Doys | Hours] Min. 

4 fs Male White wivowen (J pivorceo [J 12/10/74. yes. 

S, og 100. aera setae kind ee ti il 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stole or foreign country) 12, CITIZEN OF WHAT COUNTRY? 
3 of } juring most of working life, even if retir 

A a / cher Self Employed Maryland UsSeAe 

8 3 13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 

2 3h T Michael J. Kernan Isabel Ackenback 

a 

3 

8 

= 

8 

70 PART 1, DEATH WAS CAUSED BY: 2 + 

2 i IMMEDIATE CAUSE (o} Ss 

3 a DUE TO 

£ Conditions, if any, which x Arteriosclerotic heart disease 


gave rise to immediate 
co¥se (0), stoting the under: 


were 
lying couse lost Gangrene of left foot 2 wks.plus 
Parr Il, OTHER S| IFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0)|19. WAS AUTOPSY 
Involutfonal 
a 


psychotic reactionjand C.B.S.asso.with dist.of metalism, YET) NOR 
a e ph = , syeh re on 
20b. DESCRIBE HOW NIURY fel CURRED. (Enter Baca injury in Port 1 or Port Il of item 1B.) 


jires 


-transit permit. 


rprowtn © 


a al 
Yo. ACCIDENT AF NERY ING O 


Wi 
OR CONTRIBUTING C} CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Manth, Doy, Year |20d. INJURY OCCURRED | 20e. PLACE OF INJURY iHome, farm, | 20F. (City or town) (County) {Stote} 
Hour a.m, While. Nat while foctory, street, office bldg., etc.) | 
p.m. 19 Jat work [J ot work [J i 


‘ate has been signed by the attending physician and campletely 


nding physician. 


a“ 
Q 
= 
< 
= 
= 
= 
= 
a 
u 
= 
o 
6 
rd 
= 


21.4 certify that | attended the deceased from.__Algust 2, __, 195k _, to.wuly 11... , 19.56.,that | last saw the deceased 
, and that death accurred at 2r15P Mm, from the causes and an the date stated abave. 
ADDRESS (Street, city ar town, stote) DATE SIGNED 
mo. _.Springfield State Hospital T/ALL56 
Nanette “alther H. Sonnenfeldt, M.De _oykesville, Maryland 


220. BURIAL, CREMATION, | 22b. DATE THEREOF ‘Zc. NAME OF CEMETERY OR CREMATORY Zid. LOCATION (City, town, ar county) (Stote) 
i we . 
urlal 7/14/56 New Cathedra ae Baltimore Many land 


23, FUNERAL DIRECTOR'S SIGNATURE ADDRESS g REC'D BY REGISTRAR R e/ 
“\) (2h Ck. c, , 1217 St, Paul Street Ro A Oa nag Mitty 
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MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 070) 67 
CERTIFICATE OF DEATH RE 


1 pore ae DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before admission) 


oF * SINE Maryland PcOUNTY BaltoeCity 


b. CITY OR TOWN (If outside corporote limits, write | c, LENGTH OF STAY IN 1b c. CITY OR TOWN (If autside corporate limits, write RURAL ond give neares! tawn) 
RURAL ond give neorest town) 


ykesville hmos.35 d Baltimore 


d. NAME OF HOSPITAL (if not in hospitel, give street address} d. STREET S . 1S RESIDENCE 
OR INSTITUTION ae : I8BS* Pearlman Pl "ON A FARM? 


Springfield State Hospital _2327--Ne- Oheries--Sbreet Ys C] NOB 
3. bh ded First Middle low 4. DATE Month Day Year 


(Type or print) Johanna Kemelk Beaty July 17 1956 


$. SEX 6. COLOR OR RACE |7. MARRIED [J NEVER MARRIED [1] | 6. OATE OF BIRTH 9. AGE ee IF UNDER | YEAR] IF UNDER 24 HRS. 
a lost, joy) = 
Female White |wioowogg —oworceo] | April 9, 1880 ae ea ed eel 
10a. USUAL peor (Give kind of work dane! 10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (Stote or foreign country) 42. CITIZEN OF WHAT COUNTRY? 


dorin on me "pe even if retired) 
= Germany Unknown i 


43. FATHER'S ae 14, MOTHER'S MAIDEN NAME 


Karl Kemelk Carlin - (Inimown) 


+4 WAS Le i Aig) U. 5, ees eos 16. SOCIAL SECURITY NO. ]17. INFORMANT Address 
te aa SN hE ad ey 
Wo - Springfield Hospital recoris 


1B. CAUSE OF DEATH [Enter only ane couse per line for (0), (b). ond (c).] INTERVAL BETWEEN 


ONSET_AND DEATH 
_ PART OFATH webiate Cause (o)_ Myocardial infaretion id 
yy DUE TO 
Conditions, if ony, which Arteriosclerotic heart disease 


gove rise 10 immediole 
cote (0), stating the under- 
lying cause lost. 


PART 1 OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(o}| 19. Nica 
B.S,associated th semiis brain disease with hotic reaction ves 1] No 


20a. ACCIDENT Renee oa 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture af injury in Part 1 or Port Il af item 1B.) 
OR CONTRIBUTING [] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


Sonn SL -= UP eee 
20c. TIME OF INJURY Month, Day, Yeor | 20d. INJURY OCCURRED 20e, PLACE OF INJURY {Home, form, ; 20f. (City or town) (County) {Stote) 
Hour a.m. While Not while foctory, sireel, office bldg. etc.) § 
pm 19 Jot work [] of work (J H 


21. | certify thot | attended the oe from. March. -12,..1956____, o___ uly 17__.., 1956._,thot | last saw the deceased 


alive on... sly _17___ _, ond tha th occurred afhO2554.M, fram the causes and an the date stated abave. 
iS we rs Hp a ADDRESS (Street, city or town, stole) DATE SIGNED 
i = Ling o, Springfield State. Hospital _._...7/17/56. 


seis 1 CLAW) 
Nant itve)__Walther H, Sonnenfeldt, MeD ykasville, Maryland 
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y the funeral director, 
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in 24 haurs after death. Page 4 
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evenkwithin 72 hours after death. 


|, crematian, ar remaval, and in a 
MEDICAL CERTIFICATION 
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ed by the haspital or attending physician. 
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MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 etn g 
7996 CERTIFICATE OF DEATH wen AOE 
1. PLAGE OF DEATH HT 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before admission) > _ 
e COUNTY Gano] Raaviad | 0. STAT Maryland b. COUNTY 


b. CITY OR TOWN (If outside corporate limits, write | c. LENGTH OF STAY IN Ib c. CITY OR TOWN (If outside corporate limits, write RURAL ond give nearest town) 
RURAL ond give neorest town) 


Sykesville 8 years Baltimore oe 


d. NAME OF HOSPITAL (If not in hospitol, give street oddress) d. STREET ADDRESS fe. IS RESIDENCE 
‘OR INSTITUTION ON A FARM? 


Springfield State Hospital 764 W. Hamburg Street ves C] NOC 
3. NAME OF Middle lost 4. re Month Yeor 


First Do; 
en Mabel Kuhn Stam July 231956 


5. SEX %& COLOR OR RACE [7. MARRIED PK] NEVER MARRIED [-] | 8. DATE OF BIRTH 9. AGE (in yeor [EUNDER I VEARTIE UNDER 24 HS 
At T6o2 lost birthday) [Months] Ds Min. 
Female White wivowen [1] pivorceo J 16-23-08 , hy joys ae in 


1a. eee ee ( kind ef cicoume 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign “country) 12. CITIZEN OF WHAT COUNTRY? 
luring most of worki . even if retired) A 
Housewife “! Maryland; U.S.A. 


13. FATHER'S NAME < 14, MOTHER'S MAIDEN NAME 


%y Charles Stiner Mary Dorsey 


] te ‘WAS Peraare veel U.S. ie pou 16. SOCIAL SECURITY NO. | 17. INFORMANT 
fat, nO, OF Unknow Yet, give wor or dates of service), bade 
No Segments Hospital Records 


18. CAUSE OF DEATH [Enter only one cause per line for (9). (b), ond {J 7 INTERVAL BETWEEN 


(ONSET AND DEATH 
PART |. DEATH MEDIATE Cause (o,.__Cerebral hemorrhage with pulmonary ede: 
UE TO 


24 hours after d, 
~ 
é oad 


Pages 


fter death. 


Then pleose remave carbon papers. 
vi 


Conditions, if any, which © 

gove rise to immediate 

co¥se (a), stating the under 

lying couse last. a) 
Past Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I{a}|19. EE Fry 


Psychosis with post-infectious encephalitis Parkinsonism ves] No 


20a, ACCIDENT WAS_UNDERLYING () 20b. DESCRIBE HOW INJURY OCCURRED. {Enter noture of injury in Port | or Part Il of item 18.) 
OR CONTRIBUTING LJ CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED 208. PLACE OF INJURY (Home, farm, | 20f. {City or town) (County) (Stote) 
Hour o.m. While Not while. factory, street, office bldg., etc.) ! 
p.m, 19 lot work [J ot work [] H 


21. | certify that | attended the deceased fram.___7=20 _ = 19.bB_, to. 19._5Gthat | last sow the deceased 


alive an___. 6 and that death accurred at_1:15_B, fram the causes and an the date stated abave. 
4 ADDRESS (Street, city or town, state) DATE SIGNED 


wit Seete pli, ‘, 7/23/56 


Name (tyes) Gertrud Sonnenfeldt, M.D. 


MEDICAL CERTIFICATION 


>= 
2 
- 
a 
€ 
3° 
& 
0 
e 
5 
e 
ces 
i] 
Fo 
ES 
= 
a 
D 
= 
> 
e 
= 
° 
e 
= 
> 
a 
€ 
eae 
c 
® 
3 
a 
rl 
2 
2 
rt 
a 
5 
8 
= 
3 
< 
a 
° 
4 
oO 
et 
= 


ould be detached for use os the burial-transit permit. 


bgs’ctciined by the hospitol or attending physician. 
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MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 _ 67069 


ie 
( 


i WAS DECEASED Ee aztual U.S. aa. ~ spe 16. SOCIAL SECURITY NO. ] 17. SNFORMANT Address 
Di[ saints eal ee ee eh tear Mrs, Bessie Lowman, Same 


18. CAUSE OF DEATH [Enter only one couse per line for (0), (b), ond (c).] A 


Th CAUSED BY: : 
mee DEAT MEDIATE CAUSE fo) Coron GT» Dee Liss Owe 
4 DUE TO 


Conditions, if any, which 
Gove rise 10 immediate couse 

(0), stoting the underlying( OVE TO 
couse lost, pia: {el 


PART Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINALDISEASE CONDITION GIVEN IN PART Wop 19. ied Shae 
‘ yes(] NO 


200. EXTERNAL CAUSE WAS 0b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port Il of item 18.) 
PRIMARY C] or CONTRIBUTING 
CAUSE OF DEATH, 


20c. TIME OF INJURY —Month, Day, Year [20d. INJURY OCCURRED |20e. PLACE OF INJURY (Home, form, 120F. (City or lown) (County) {(Stote) 
Hour 9, m. While Not while foctory, slree!, office bidg., ec.) } 
pm. » at work [] ot work [J H 


21. | certify that | toak charge af the remains described abave, held an Autapsy [_], paren a Inquiry [XY and find that 
death resditéd fram: Natural covenh, Accident [7], Suicide [[], Hamicide [[], Undetermined cause [1]. 


INTERVAL BETWEEN 
ONSET AND DEATH 


Tes PS 


ps MEDICAL EXAMINER’S CERTIFICATE OF DEATH 
s> § rattle Reg. Dist. No. 
£3 1, PLACE OF DEATI . 2. USUAL RESIDENCE (Where deceored lived. If institution: Residence before admission) 
a 8. 
oa . Carroll marvano || SATE Maryland » COUN Carnell) 
, b. CITY OR TOWN {i ovtide corporal nin, wite RURAL |e. LENGTH OF STAY IN Ib || ¢. CITY OR TOWN (If ouhiide corporate limits, write RURAL ond give nearest town) 
6a ‘ond give nearest town} 3 
go Sykesville life Sykesville ¢ 
85 d. NAME OF HOSPITAL OR INSTITUTION (IF not in hospitol, give street address) d. STREET ADDRESS IS RESIDENCE 
e 3 = RD. # yes] NoX] 
3 3. NAME OF Fint Middle Lost 4, OATE Month Day Year 
oe = DECEASED OF 
aoe (Type 0 print) JAMES W. LOWMAN Death JULY 30 = 166 
= ei is 6. COLOR OR RACE |7- MARRIED BX] NEVER MARRIED [7}] 8. DATE OF BIRTH % fe {in rea IFUNDER 1YEAR] IF UNDER 24 HRS. 
= 5 : 
ee eae colored wirowO — ovorceoQ) | 9-9-1897 BO rag Ot | Oar ies ee 
o i = 10g, USUAL OCCUPATION (Give kind tet done] 10. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (State or Foreign country) 2. CITIZEN OF WHAT COUNTRY? 
~~ oa , luring most of working lite, even if refi 
53% / Springfield S.Hosp. Maryland U.S.A. 
ee 13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
e cp) John Lowman Fannie Berry 
° 
Hy 
2 
E 
2 
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tem 18. Give Pages 1, 2, 


ransit permi' 


ER: This certificate should be executed within 24 hours offer death. 


ificote, writing the word ‘‘pending"' in pencil i 
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9 the Chief Medico! Examiner's Office olong wit! 


SGWATURE EiLeC Ly J ak map, CHIEF MEDICAL EXAMINER (] DATE SIGNED 
ASSISTANT MEDICAL EXAMINER oOo 


EXAM 
NAME (Type) ais Sod (YA " DEPUTY MEDICAL EXAMINE 


RAL DIRECTOR: Page 3 should be used as o buriof-t 


or removol. 


®: 


TO DEPUTY MEDICAL EXAMINI 


2 To. BURIAL LREMATION, | 22, DATE THEREOF Zac, NAME OF CEMETERY GRGREAROIT 72d. LOCATION (City, town, or county) {Stote) 
3s* REMOVAL (Specify) 
2 BURIA §-2-1956 White Rock Carroll Co. Maryland 
23. FUNERAL DIRECTOR'S SIGNATURE ‘ADDRESS 2da. REC'D BY REGISTRAR | 24b, REGISTRAR’S SIGNATURE 
VS. AISME(5} * i 7 
5M 9/85 Cc. M. Waltz, Winfield, Maryland DATE Y- 3 “SG “(AMG 


a } “t 
ol AN 
ot \\ 


1 MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 = (}'¢(} 7 () 


"y 
f CERTIFICATE OF DEATH sdtueaacot 
2 4 if M 1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before odmission) 
8 1 9. COUNTY ARROLL ares SRT es b. COUNTY p> RROLL 
b. CITY OR TOWN [IF outside corporote limits, write | ¢, LENGTH OF STAY IN Ib c. CITY OR TOWN {If outside corporote limits, write RURAL ond give nearest town) 


wes yee he EO : WE ST STER 


d. NAME OF HOSPITAL {If not in hospitol, give street address) d. STREET ADDRESS e. 1$ RESIDENCE 
OR INSTITUTION 25 ON A FARM? 4. 


aie /ZAIL J5/E. T7AlY race 
First Middle Lost 4. Kal Month Year 


eer CHARLES (eLoypLywew [Rm Jyiy 20 ws 


5. Sex 6. COLOR OR RACE [7 maRwieD JZ] NEVER aRRIED [] ]® DATE OF oIRTH 9. AGE (In yeors [IFUNDER 1 YEAR]IF UNDER 24 HRS, 
NT wioowen(] __oworceo OD | PF AL ps 


lost ethdor! Min. 
10a. USUAL OCCUPATION te kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE 
5 during most of wgrking life, evghif retired) 


AP POLL LVTVAL Ede, bs 


na: FATHER'S NAME : MOTHER'S MAIDEN NAME 


~ LPL CHA E ARD nc ARGA T Dir ENDAL ‘ 


. 1s WAS a bes y 2 aD TOR 17, mlWi} 7 al ten 2se-1k o 
I ), Mae A i hae de Ar PEW ORE LITNCH WesTMipsrry, , 


2. 


jin 24 haurs after death: Page 4 


Pages 1 x 2 should 


ate has been signed by the attending physician ond completely fille 


id be detached far use as the burial-transit permit. 


12. CITIZEN OF WHAT COUNTRY? 


U.S 4 


fote or foreign country) 


's after death. 


Then please remove carbon papers. 


| ]18. CAUSE OF DEATH [Enter only one couse per line for (0), (0), ong (€)] 2, | INTERVAL BETWEEN 
: ra DD 
PART I, DEATH WAS CAUSED BY: o 
, WE Sy —§ eC AALALLA Mt pn fern 6 42 
“4 DUETO 3 & 
Mati ged 
Conditions, if any, which e DMAAVAEITL A IP nS: 


gove rise to immediote 


couse (0), stoting the under. ¢ OVE © Lia —— 
lying couse lost. te Ci, Ot eek Ld 
Pall, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART o)]19AYAS AUTOPSY 

i" 


yes [[} NO 


nding physician. 


a. Vhs. O22. 
30s, ACCIDENT WAS UNDERLYING PY 1205. OFSCRIBE HOW INJURY OCCURRED, (ever noture of thjury in Port tor Port Il of item 1B.) 
‘OR CONTRIBUTI CAUSE OF BEATH 
{IF EITHER, NOTIFY MEDICAL eXAMINES) j 


MEDICAL CERTIFICATION: 


ta burial, crematian, or remaval, and in any event within: 


JOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificote be executed withi 


ot 20c. TIME OF INJURY Month, ~ Yeor ] 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, {208 (City or town) {County) (tote) 
6.2 Hour a. py. While Not ey foctory, street, office bldg., ete. 
a] = Pm. jot work [] at work 
a5 2. hat Lottended the dec jel Dy, Wk pada. We 
3 « | certify ,that Lattended the sated Led le to fictidf eA ., fy that | last saw the deceasec 
ee “ alive on AMY ee Wee Ws id iy Soil occurred at. KA the causes ond an the date stated abave. 
=6 " S (Street, city oF D Hote) cy, SIGNED 
2005 ) AL IS, £ 
ze = é SIGNATURI CAANM AMIE. Meld dbf EN. ie, 38 - 
3 5 PHYSICIAN'S 
p = NAME (Type) 47 (4 od Cn So ae eS ae ee ae eS a eee as 
&2°9 Bo. seers 2b. DATE wd ey Ofy ie REMATORY 7 OCATION (City, town, of county) Store) 
~3.8° K (Specify) Oo 
ae 195 6 | SJaloAh 5 LEME TE YS TELS 
= - 
¥ 


a 
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= Ul Ba WA) '$ are ADDRESS 24a, REC'D 7 REGISTRAR 24b. REGISTRARS SIGNATURE 
5 ANS a 34 A EAWIARDY 38M WESTIUNSTERLIYO |om 9 anne (fy Le 
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MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
CERTIFICATE OF DEATH 


1s ee OF DEATH 2 pte ieee (Where deceased lived. If institution: Residence before admission} 
a. C a 


b. COUNTY, 
Sl. MARYLAND lEuoe CARROL iL 
¥ " b. ae. oe . RES seve limits, write ¢. CITY OR TOWN (If outside corporate limils, write RURAL and give nearest town) 
: vt and give nearest town — = 
YC IWESTITIR x B47RS: |WESTMINS * 


d. NAME OF HOSPITAL (If not in hospitol, give street aires d. STREET ADDRESS e. IS REStDENCE 
OR INSTITUTION R ON A FARM? 4 
( 


* yes [J No |_vés CO) No QE 


3. NAME OF i Middl t 4. DATE Mor Y 
DECEASED cba lost nth cor 


(Type or print) Ir SEE 3h J rh S DEATH Je eye > Pa 95 


G 
5. SEX tai oe OR RACE |7. MARRIED [-] NEVER MARRIED [-] | 8. DATE OF BIRTH 9. AGE (In = IF UNDER 1 YEAR] IF UNDER 24 HRS, 
bi ‘ay Months] Days | Hours| Min. 
/ / wivowen = oivorceo) | J Jj 


Wo. pee eee ON gO Lig of work ae Ob, KIND OF BUSINESS OR INDUSTRY be < E (Stote or es Lf 12. CITIZEN OF WHAT COUNTRY? 


Co.| Mp. SAS 


) 113. FATHERS NAME 14, MOTHER'S MAIDEN NAME 


SEH AV 


be ‘WAS Gea cdr IN U.S. pg a 16. SOCIAL SECURITY NO. }17. INFQRMANT 
fet, 99, 6F unknown) {IF yen, give wor or dotes of verviee) % ‘ 
YO WH l-02-9 14,3 Qe 


18. CAUSE OF DEATH [Enter only one coure p 


PART |. DEATH WAS CAUSED BY: 
IMMEDIATE CAUSE (a! 


LAD. oudtg 
Conditions, if ony, which 
gave rise to immediate 


cause (a), stoting the under. 
lying couse lost. 


Parr Il. OTHER SIGNIFICANT. CQNDITIONS CONTRIBUTING TO DEATH yy, OT ry A THE TED ANE = CONDITION GIVEN IN PART 1(o}|19. WAS AUTORSY 
OOS OT Ad ves []_NO 

20a. ACCIDENT NAS UNDERIYING C) 20b. DESCRIBE HOW INJURY <a oa lee nature of injury in Port ToMeatf tl of item TS.) 

OR CONTRIBUTING [) CAUSE OF DEATH 

{IF EITHER, NOTIFY MEDICAL EXAMINER) 

20c. TIME OF INJURY Month, Doy, Yeor | 20d. INJURY OCCURRED OF INJURY (Home, farm, | 20f. (City or town) (County) (State) 

Hour a.m. While. Not oon peace street, office bldg., oe 
p.m. lat work [7] at work 


i 
: 19 to) As fe, 19-Slathat | last saw the deceased 


— 
‘f < death occurred oy 4) ‘a M, frofh the causes and on the date stated above. 
PORESS (stestecty OF fawn, sf) ATE SIGNED 


onl 


by the funerol directar, 
wid 2 should be filed with 


ue 


Pages 


th. 


quires thot the death certificate be executed within 24 hours after death: Poge 4 
Then please remave carbon papers. 


MEDICAL CERTIFICATION, 


= 
= 
— 
a 
& 
8 
8 
2 
e 
5 
< 
S 
3 
z 
a 
2 
= 
3 
€ 
fy 
° 
° 
= 
~ 
a) 
g 
Hoh 
e 
$ 
3 
-) 
3 
s 
2 
ro 
2 
= 
3 
& 
2 
3 
= 
e 
B 
a 
3 
a 


jould be detoched for use as the burial-transit permit. 
the reglitror prior to burial, cremation, or removal, ond in ony event within 72 hours off; 


geicined by the hospito! or ottending physician. 
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220. BURIAL, CREMATION, | 220. D/ mance | aT ey. NAME OF CEMETERY OR EREMATOR - | 22d, LOCATION (City. town, or county) 
i 0 a, 
BE DE PIETER 9 ST/PUINSTER 


23. FI xm DIRECTOR: s 1Z-£ ADDRESS 24a. REC'D BY Hl ineme 24b. REGISTRAR’S SIGNATURE 


VIN AL, ror ee TRE & WES TIMI SL ELE Pipl) a 


TO HOSPITAL OR ATTENDING PHYSICIAN: The low re 
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|, cremati 


rector. Page 4 should be 
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is necessary, please exe 
File poges 1 and 2 with the registrar prior ta buri 
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Item 18. Give Pages 1, 2, and 3 to the funer, 
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rtificate, writing the ward “pending 


VS. ATSME(5) 
5M 9/55 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 AYTIV) 
MEDICAL EXAMINER’S CERTIFICATE OF DEATH 


Reg. Dist. No. 
2, USUAL RESIDENCE (Whore dgpoated lived. If Imtitution: Residence before admisys 
nda, | ©. STATE V4, TA b. COUNTY Oee2ace— 
b. CITY OR unseen write RURAL ae c. Gime QR TOWN we auhide corporate lpi, wriye RURAL apd ghve peorest town) 
hs aa An a LA x 


d. NAME OI OF HOSPITAL “OR 1 STITUTION more not in hospital, give st fei address) ene ADoResd, e, Press / 


LLL = Lacs tty yes )_NO 
“Fy ae i 4 ote J LZ, “) Doy Year 


ean ap iw Z 


7. ce oO NEVER MARRIED PY Df 8. os pee mh = A (re ey JFUNDER VYEAR! IF UNDER 24 HRS. 
Go Sey Months | Day: Min. 
widoweo [1] pivorceo [] rs. 


ive ned ef work dane| 10b. be yp, IESS OR ISTRY a BIRTHPLACE {Slate ar foreign an 12, CITIZEN OF WHAT COUNTRY? 


if retired) 
er, 


73, FATHER'S : 14, MOTHER'S MAIDEN NAME 
o WY, OQ oe 
La % 
15. WAS DECEASED 4 EVER INU. §. ARMED FORCES? ‘com y 


16. SOCIAL SECI 0. dy Y 
{Yen 10. 6¢ 4 Li aa i q 2 oo WY) 
Za)" Pee Le Yoel, eh, wd. 


18. CAUSE OF DEATH [Enter only one couse per line for (a). (b), ond {c).} = INTERVAL BETWEEN 


PART |, DEATH WAS CAUSED BY: ONSET AND DEATH 
, : 
IMMEDIATE CAUSE (0) __ // JO V/\ Gs 


DUE TO 
fb 

coute 
{0), stating the underlying( OVE TO 


couse lost. (5) 
PART 1, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART ae rear AUTOPSY 
RFOR! 


MED? 
yesC] NOBX 


20a. EXTERNAL CAUSE WAS 20b, DESCRIBE HOW INJURY SS {Enter nature af injury in Por! tar Port II af item 18.) 

PRIMARY 3) or CONTRIBUTING [1] 

CAUSE OF DEATH. L) Vee ‘ free te. 

20c. TIME OF INJURY Month, Doy, Year [20d. INJURY SCID 290. PLACE OF INJURY (Home, form, 120F. (City or town) “ey 


He . Splary, stroqt, office didg., etc.) 
ele 27 Shirin eg Set T| Ave KL en DERG BURG Gag rO 

21. | certify that | took charge of the remains described above, held an Autopsy [_], Inspection fA. Inquiry [QC and find that 

death resthed from: Natural causes [], Accident’ Suicide [], Homicide [], Undetermined couse []. 


MEDICAL CERTIFICATION, 


ae 4 \e Mp, CHIEF MEDICAL EXAMINER [] SAR 


ASSISTANT MEDICAL EXAMINER [] 
shh p) < #/ a 27/s SS 
IN ES DEPUTY MEDICAL EXAMINER 
70. BURIAT BURIAL, CREMATION, 7b. DATE THEREOF . NAR SPARS HaPh Tad. LOCATION (Gy fBwn, or county) 


L (Specify) 7) (State) y, 
ie : (Io C IO. Ta 
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3 B. GRY OR TOWN If autide gorpo ‘OR TO * avtvide epsporote Jjnits, write RURAL and give nearest town) 
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25 Yb, 
es, y a [Pz <7 Mlle eh es / 
© 6 haspital, il ‘de ET ADDRESS . IS RESIDENCE. 
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a yes (] No 
> x 3. NAME OF Fiest Middle Loy 4. OZ Mapth 


Da; Yeor 
DECEASED u ol 4 ay y 
(Type ar print) 7G Gd), 4 AA y. “A Li 77 hk} Beary) V Z Yj ve 
5. SEX 6. COLOR OR, RACE |7. MARRIED [] NEVER wasn 8. DATE OF B Aff s) He UNDER 1 YEAR| IF UNDER 24 HRS. 
MA. £ wiooweo] —_ovoreo OD) | A, L2 VELES 
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ies cal lad 
100, USUAL OCCUPATION (Gi ve of work dane! 10b. KIND OF BUSINESS OR INDUSTRY | 11. 81 E (State ar fareign co 12. CITIZEN OF WHAT COUNTRY? 
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ct dgting most of working BA 
ao 

es ee Dd ALT Es VALE, ZL -Ss cA 
4 Len b. Lx Lehss Waty 
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ee tL, UC LOA LE. CL ¢ Bieter. 

93 1S. WAS DECEASEDEVER IN U. S. ARMED FORCES? |16. SOGRAL SECURITY NO. ddress , 

Es “ty 5" iba oe 00 f/f Y “fh, 
of Liter. Viteo eth thin, Tht lida Ofgileca 
He TS i ae Te cide. Soden ee a 
= Z IMMEDIATE CAUSE (0)_f23 eon LOG 2 Ae i), aS act 
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z > Conditions, it any, which AS Bt the GA VIL FRG 

Es > gave rise ta immediate F 

Be couse {0), stoting the under. ( OVE i ", N 

=? lying couse lost. e / 

Sh. Past Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(a}]19. WAS AUTOPSY 
c Yes] nol) 


20a, ACCIDENT WAS UNDERLYING [) 120. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port | or Part I of item 18.) 
OR CONTRIBUTING CI CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 
20. TIME OF INJURY Month, ee Year | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm, | 20f. (City or town) {County} (State) 
Hour 0. 9. While Not while foctory, street, office bldg., etc.) | 
pm. jot work {] at work [J : 
21. | certify thot | = deceased from f/f. ZL : 2: © f_., \9F §,thot | last sow the deceased 
alive on. i i a and that deoth occurred otf. ZAM, fron#the couses ond on the dote stated obove. 
. ‘Stree!, city ar town, state) DATE SIGNED 


im 1. Yipee 


Zo. OES fo oy NAME OF ay RY bette. 2d. 2a BERTON ‘civ, tawny, of caunty) {Stote) im 
REMOVAL (Spec iy) 
am, e C). ZA 


23. FU! OR'S Si -<f, Lefelaswdo REC'D BY REGISTRAI 2db. REGISTRAR'S SIGNATURE 
nee xy Sage ses | Ve: 
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MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 (}'7() 7.4 
F1CQ CERTIFICATE OF DEATH Reg. Dist. No. “7 


nd 


st 
3 3 1, PLACE OF “DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before admission} 
ae f ‘a Carroll marviano |} TT an] and b. COUNTY 
il, b. CITY OR TOWN {if outside corporate limits, write | ¢. LENGTH OF STAY IN Ib c. CITY OR TOWN (IF outside corporate limils, write RURAL ond give nearest town} 
3 9 
8 RURAL and give nearest town) 4 7 
43 Sykesville 19 years Baltimore YO/-4 
22 d. PST Ra Soe {lf not in hospital, give street address) d. STREET ADDRESS. e. if eer Or ee 
=o 618 S. Washington Street ves (] NO 
. 3. NAME OF First Middle Lost 4. DATE Month Day Yeor 
+ DECEASED 2 OF * 
vis soni) M Pumphre DEATH July 11 6 
y 19 
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IF UNDER 1 YEAR) IF UNDER 24 HRS. 
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9. AGE (i 
{eat beaker) 


yn. 


5, SEX 6. COLOR OR RACE |7. MARRIED [-] NEVER MARRIED [-] |®. DATE OF BIRTH 
Female White WIDOWED owvorceo[} | 826-1875 


ficate be executed within 24 hours ofter death: Page 4 


a. 10a. USUAL OCCUPATION {Give kind of work done] 10b, KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
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= 6.233 a Hour 0. m, While Not sti factory, street, office bidg., cele 
RISE is = p.m, Jot work [7] ol work 
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rs 33 
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SASF 1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceoied lived. If inslittion: Residence before admission) 
o 85! a. °. b. rT A 
€ s3hi Carroll MARYLAND Maryland COUNTY Bales Oily 
£3 b. CITY OR TOWN (IF autside corporote limits, write | c. LENGTH OF STAY IN 1b ¢. CITY OR TOWN {If outside carporote limits, write RURAL and give nearest town) 
g $2 RURAL and give nearest town) 
v 32 Sykesville 7mos. 11 days Baltimore ’ , 
é3 a sO. “J d. NAME OF HOSPITAL {If no! in hospital, give street oddress) d. STREET ADDRESS e. 1S RESIDENCE 
2 3S Sori nefis 2913 Kirk Avenue, Zone 18 #5) NOR) 
acy ; YES NO 
$ ~~ op field State Hos) Fd 
a 3. NAME OF First Middle Los 4. DATE Month Day Yeor 
= ‘ 
a2: (Type or prin!) Charlotte Elizabeth F. RELLEKER OEATH July 1019 56 
= 33 5. SEX % COLOR OR RACE | 7. MARRIED [-] NEVER MARRIED [-] | 8. DATE OF BIRTH 9. AGE (In yeor [IF UNDER TYEAR]IF UNDER 24 HRS. 
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Eek Female White |wiroweox% _oivorceo) Nov.19, 168) I ee th 2 4 
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£2 es. 10a. USUAL OCCUPATION {Give kind of wark done] 10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
3 sgt / during mas} of working life, even if retired) 
3 Housewife - Maryland UsSeAe 
Hy 
8 13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
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8 : Charles Fritzges Dora _Seeback 
= 3, 1, WAS DECEASED EVER IN U. S. ARMED FORCES? [16, SOCIAL SECURITY NO. 7. INFORMANT ‘Address 
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3 bes 18. CAUSE OF DEATH [Enter only one couse per line for {o), (b). ond (c).] INTERVAL BETWEEN 
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Sysingsrost of ydrking life, aven if pétired 
LY ; VALE: HS, 7 
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‘ 1s. WAS pec erO rye IN U.S. ARMED phe = SOCIAL SECURITY NO. 
| ies. no, of Uf yer, give wor or dot 
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18. CAUSE OF DEATH Bee only one couse per line for oo tb). = ch 


PART |. DEATH WAS CAUSED BY: ay res 


IMMEDIATE CAUSE (0) 
, DUE TO 


Conditions, if ony, which w 
gove rite to immediote 

couse (0), stoting the under- (OVE TO 
lying couse lost. ie) 


Past I. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THETERMINAL DISEASE CONDITION GIVEN IN PART fo) 19. ye AUTOPSY 


RFORMED? 
ves(] not] 
200, ACCIDENT WAS UNDERLYING []_ | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port Il of item 18.) 
OR CONTRIBUTING [1] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 
20c. TIME OF INJURY Month, Day, Year |20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm, | 20f. (City or town) (County) {Stote) 
Hour op. While Not vale foctory, street, office bldg., poll ' 
p.m. 19 lot work [] ot work 
it 


2). | certify ¢ ee o_ 5 i LZ waaee--, 192-8 that | lost saw the deceased 
alive on___ and that death occurred ated 3d AA 5a, tam the causes and on the date stated above. 


12 Newly sd 


mame Aowe@rd & AoLb 


To. Ey CREMATION, | 225. paren Ze. NAME OF CEMETERY_OR “ky eFQGATION (City, town, 7 Stole 
WELL REA Bh Brad 
ZL Ape ‘ : 
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Then please remave corbon papers. 


the registrar prior ta burial, cremation, ar removal, and in any event wi 


-transit permit. 
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wid be detached far use as the burial 


OR'S SIGNATURE ADOR} Uhy F 2ha, REC'D BY REGISTRAR, | 24h. REGISTRAR'S SIGNATURE 
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1 MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 670 
vi CERTIFICATE OF DEATH fae. 4 f 


ti es as) | 2 a ae (Where deceased lived. If institution: Residence before admission) 
os b. COUNTY 
Carroll aay. yland Balto.City 
b. CITY OR TOWN {If outside corporate limits, write | ¢, LENGTH OF STAY IN 1b c. CITY OR tar {If autside corporote limits, write RURAL ond give neares! tawn) 
RURAL ae ee new town} 
Limos.27da\ Baltimore e / 
u) d. NAME eer {IF not in hospital, give street address} d. STREET ADDRESS e. 1S RESIDENCE 
OR INSTITUTE ON A FARM? 
Springfiels State Hospital 3523 Oakmont Avenue ves (1 NO Ge 
Bead First Middle lost 4 Le Month Yeor 
(Type oF print) Fanchon 0. SCHIEBEL DEATH July 19. 1956 
5. SEX 6. COLOR OR RACE | 7. MARRIEOME] NEVER MARRIED [-] | 8. DATE OF BIRTH 9. AGE {In years |IF UNDER I YEAR] IF UNDER 24 HRS, 
lost bisthdoy) [Months] Days Min. 
F Female White wiboweD [] oworceo) | January 9, 1877 19 oy. 
= Wa. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (Stote or foreign country} 12. CITIZEN OF WHAT COUNTRY? 
g during most of working life, even if retired} at home 
= Housewife - Maryland UeSehe 
8 13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
. John Grey Elizabeth Gamber 
$ 15. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. |17. INFORMANT Address 
& —_. TYes, no. oF unknown) IIt yes, give wor oF dates of service) 
I No Springfield Hospital records 
3 1B. CAUSE OF DEATH [Enter only one couse per line for {0}. (b). ond (c}.] INTERVAL BETWEEN 
a PART !. DEATH WAS CAUSED BY: Redgate 
§ IMMEDIATE CAUSE (o|__AXteriosclerotic cardiovascular diseas 
= DUE TO 
Conditions, if ony, which a 
DUE TO 


cote {o}, stating the under- 
lying couse lost, el 


Part Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(a)| Meese 
Psychosis with cerebral arteriosclerosis, Yes] No 


200. ACCIDENT Res Balsa Oo 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | ar Port I! of item 1B.) 
OR CONTRIBUTING [] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER} 


0c. TIME OF INJURY Month, Day, Veor | 20d. INJURY OCCURRED  |20e. PLACE OF INJURY (Home, farm, | 20F. (City or town) {County} {Stote} 
Hour 0. m, While. Nei while. factory, street, office bldg., etc.) ! 
p.m. 19 Jot work (] at work ' 


21. | certify that | attended the deceased from.._.Ottbe.20....., 19.54, to._._ July 19, 19.56 that | last saw the deceased 
alive on OMe! = Se, ap ae ee and that death accurred atl 2sh6PM, fram the causes and an the date stated abave. 
ADDRESS (Street, city or town, slote) DATE SIGNED 


AoWAlur o. Springfield State Hospital 1419/56. 


gove rise ta immediote | 


Ay 
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! of attending physicion. 


ed by the hospi 
DIRECTOR: After this certificote has been signed by the ottending physicion and comple 


wld be detached for use as the buriol-transit permit. 
‘ar prior to buriol, cremation, or remaval, ond in any event within,72 hours ofter death. 


PHYSICIAN'S 
NAME (Type)__Edmund Lusthanus, MD...» _ Sykesville, Maryland, .....-._._ 


Ze. feat 2b, DATE THEREOF Zc. NAME OF CEMETERY OR CREMATORY Ta. Sanen (iy, town, or county) (Stote) 
yo” | July 25, 1954 Lorraine Cemetery Woodlawn, Balto. Co. Mde 
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TO Fun 
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MARYLAND STATE DEPARTMENT OF HEALTH—SALTIMORE, 18 08177 
7104 CERTIFICATE OF DEATH Reg. Dist. No, 7 4 : 


1. PLACE OF DEATH 2, USUAL RESIDENCE (Where deceoted lived. If institution: Residence before admission) 
©. COUNTY 0. SI b. COUNTY 


arco ale Maryland _ — 


b. CITY OR TOWN (If outside corporote limits, write | c. LENGTH OF STAY IN 1b ¢. CITY OR TOWN (If outside corporote limits, write RURAL and give neorest town) 
RURAL ond give nearest town) 


al_= esville since 1/28/54] BaltimoreCity ? 


Lh wy K Ld U 
d. NAME OF HOSPITAL (IF not in hospitot, give street oddress) d. STREET ADDRESS e. IS RESIDENCE 
OR INSTITUTION ON A FARI 


prinefield State Hospital ? yes (] No 
3. RANE a First Middle Lost 4. DATE Month Day 


Year 
ivpeee rar Michael S SCHISLER DEATH July 21 19 56 


os & COLOR OF RACE ]7. maamnieD E] NEVER MaRneD BF |B DATE OF BIRTH 9. AGE (In yeors [IFUNDER 1 YEAR] IF UNDER 24 HIS, 
'§ ee Months} Days | Hours Min. 
ain't white wipOweD [] —sotvoRcED (] unknown 3 | ener 


{ ]¥0a. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (State or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
during most of working life, even if retired) 


i railroad worker = unknown United States 
| 13. FATHER’S NAME 14, MOTHER'S MAIDEN NAME 


y the Funero! directar, 
2 should be filed with 
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=] unknown unknown 


15. WAS DECEASED EVER IN U. 5S. ARMED FORCES? |16. SOCIAL SECURITY NO. |17. INFORMANT +L 
(tes, no. 0° unknown} NF yes, give wor or rervice) iS} ef FET: e, M 
: unknown | Records of Springfield’ Bate Hog piesa 


18, CAUSE OF DEATH [Enter only one couse per line for (a), (b). and (ch) INTERVAL BETWEEN 


PART I, DEATH WAS CAUSED 8Y; ONSET AND DEATH 
IMMEDIATE CAUSE (o] y den 


‘ DUE TO more than 
Conditions, if any, which i 
gove rise to immediate es 
couse {a}, sloting the ynder- 
lying cause lost, «Generalized arteriosclerosis 


Part Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0)|19. See 


CBS _ associated with senile brain disease - 3 yrs. vs No] 


200. ACCIDENT WAS UNDERLYING []__ | 208. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Part | or Port Il of item 16.) 
OR CONTRIBUTING [1 CAUSE OF DEATH 
(IF EITHER, NOTLEXMEDICAL EXAMINER) 


20c. TIME OF INWURY Month, Day, Yeor | 20d. INJURY OCCURRED  [20e. PLACE OF INJURY (Home, farm, | 20F. (City or town) (County) (Stote} 
Hour ap. While Not while factory, street, office bldg., etc.) 4 
pos eee fot work (] orwork [J 


, 19%29,that | last sow the deceosed 
alive on_.July. 21st, 1256 ___, and that death occurred at_82}0A M, from the couses and on the date stated obove. 


‘ ADDRESS (Street, city or town, state) DATE SIGNED 
acTuat ha) oo 
NT Ae 9 


Nam ttyet_Martin Gross, M. D 
U 


’ Ore] Zab. DATE THEREOF, Orern OR CHEATS! 22d. LOCATION (City, town, or county) (Stoie) 
i ; 4 
veka l2315t of toe! ak 
23. FUNERAL DIRECTOM'S SIGNATURE ‘ADDRESS Zo. REC'D BY REGISTRAR | 240, REGISTRAR'S SIGNATURE 
DATE Cc. A Rae 


é-J. 


Then please remove carbon popers. 


the registrar prior to burial, cremation, or removal, and in any event within 72 hours offer death. 


transit permit. 


is certificate has been signed by the attending physician and completely 


MEDICAL CERTIFICATION: 


~lained by the hospital or attending physician. 
IRECTOR: After 
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MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 4098 
Wn CERTIFICATE OF DEATH 040) ne 7 
( 8) hee 1. PLACE OF DEATH -- 


SO Pees 
% oe 5 | 2. USUAL RESIDENCE (Where deceosed lived. If institution: Residence before admission) 
2 EB A : MARYLAND * Ma lewd b. COUNTY 
tee b. pines ‘own “F fence corporote limits, write | c. LENGTH OF STAY IN tb ¢. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town) 
: ond give nearest town) 
3 #52 x svi ince 1/20/15 || Baltimore City / 
2 2 & da OR INSTHUTION HOSPITAL (it Tot | ‘hospital, give atreet address) d. STREET ADDRESS: e ESAT 
o =4 
zaps pringfield State Hospital unknown yes [] No(X 
9 = 
2 e 3. NAME OF First Middle lost 4. DATE Month Doy Yeor 
DECEASED OF 
a (Type or print) Jacob - SHAPIRO DEATH July 26 19 56 


Pages 1 


3. SEX ‘6. COLOR OR RACE | 7. MARRIED L] NEVER MARRIED EX |. DATE OF eIRTH 9. AGE (in yoor [FUNDER 1YEAR|IF UNDER 74 HS 
pa joy Y)] Month: 
male white wivoweo} __oivorceo Cy] | August 8, 1890 iy EDD A 


1Wo. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
during most of working life, even if retired) 


I Bookkeepe — Russia unimown 
13, FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
David Sha ive. Dora - 


ils te ae I pe ey Po dies 
no — ow Records of Springfield State Hospital 


18. CAUSE OF DEATH [Enter only one couse per line for (0), (b), ond (c).] INTERVAL BETWEEN 


PART I. DEATH WAS CAUSED BY: ONSET AND DEATH 
IMMEDIATE CAUSE (o} 


‘OO # DUE TO 


Then please remove carbon papers. 


the registrar prior to burial, crematian, or remaval, ond in any event within 72 haurs offer death. 


more than 
Conditions, if any, which (o 
gove rise to immediote 
couse {0}, stoting the under. ( DUE TO 
lying couse lost. We ee Se 
Past It. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(o) | 19. bite er, at 
Hebephrenic schizophrenic 


yves(J NoCK 
Bo, ACCIDENT WAS UNDERLYING [)__|20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port 1 or Port I of iter 18.) 
‘OR CONTRIBUTING L] CAUSE OF DEA\ 


g physician. 
IRECTOR: After this certificate has been signed by the attending physician and campletely fille 


MEDICAL CERTIFICATION: 


TO HOSPITAL OR ATIENDING PHYSICIAN: The law requires that the death certificate be executed within 2. 


& 
2 
4 
282 iF EITHERROTIFY MEDICAL EXAMINER) 
Sts [20c. TIME OF INJURY Month, eee Year ]20d. INJURY OCCURRED [20e, PLACE OF INJURY (Home, form, 120F. (City or town) (County) (Store) 
5.28 Hour 0. 1. While Not zie foctory, street, office bldg., etc.) ! Pee, 
3 *s p.m. jot work [J Oo work H 
4 3 21.1 certify that | attended the deceased fram. aa 19K, to__July_26tb.., 19.56 that | last sow the deceased 
eg $s alive on____July 26, 12.56 _, and that death occurred at..7..30._PM, fram the causes and an the date stated abave. 
205 4 4 ADORESS (Street, city or town, stote) DATE SIGNED 
BES See Mo er wo. ._ Springfield State Hospital.’ 127/56... 
£a2 
7 PHYSICIAN'S: 
a NAME (ype)_Martin Grass, M, D, _sykesville SS Lape eee 
~5 O 
rae ” ad - LLRLLL Lz. gait 
ss era, ee Ee 
Was ZA Lisboa MDM Ve tid Aéitd ome 2 19) G anna 


ae 


=a 


oy the funeral director, 
2 should be filed with 


td 


in 24 hours after death. Page 4 


ter death. 


Then please remave carban papers. Pages 


in any event within 72 


|, ¢rematian, ar remaval, o 


ld be detoched for use os the burial-transit permit. 


ed by the hospital ar attending physician. 
DIRECTOR: After this certificate has been signed by the attending physician and completely 


id 


page 3 


< TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires thot the death certificate be executed wi 
the registrar prior to buri 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 8 yi ( i ” g 
» 7075 CERTIFICATE OF DEATH fig nce ee 


2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before od: ) 
ose Yaryland OUT’ Garroll 


c. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town) 


1, PLACE OF DEATH 
o COUNT -‘Carneia 


b. CITY OR TOWN (IF outside corporote Ii 


¢. LENGTH OF STAY IN Ib 


RURAL gad give nearest al, 
f estminster 1 Westminster 
d. SRN TORE aa (If not in hospitol, give street oddress) d. STREET ADDRESS e ati ne 
44 Washington Road 144 Washington Road ves] NOTK 
3. PCRS First Middle Lost 4, Pere Month Day Yeor 
Cyr er in Jemes Allen Siegman ban July 30 19 56 


5. SEX 6. COLOR OR RACE [7. MARRIED] NEVER MARRIED EX] 8. DATE OF BIRTH 9. AGE Un years JIFUNDER 1 VEAR[IF UNDER 24 HES. 
urthdoy} Month Do Min. 
Male White winoweo[] —oworcen ] | July 3, 1955 “ml ati (el a 


10a. USUAL OCCUPATION {Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 


ee hue chila Baltimore, Maryland USA 
13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
George C. Siegman Helen Chamberlin 


4 


1S. WAS DECEASED EVER IN U. S$. ARMED FORCES? |16. SOCIAL SECURITY NO. |17. INFORMANT Address 
Tes, 90. oF unknown) (if yen, give wor or dates of service! 
ate ee » =o 6 «= =~ = «| George Siegman Westminster, Mde 


18. CAUSE OF DEATH [Enter only one coysepay Hine for (0), (b). end (c}-] INTERVAL BETWEEN 
PART I, DEATH WAS CAUSED BY: : 
F IMMEDIATE CAUSE Pia uke 
: DUE TO 


Conditions, if any, which rn 


gove rise to immediote 
cotse {0}, stoting the under. ( DUE TO 


lying couse lost. cl 
Parr Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0}|19. WAS AUTOPSY 
ves] Nos 


20a. ACCIDENT WAS UNDERLYING [) 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port I or Port II of item 1B.) 
OR CONTRIBUTING C] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Day, Year ]20d. INJURY OCCURPED | 20e. PLACE OF INJURY (Home, farm, | 20F. (City or town) (County) (Stote) 
Hour 0. m. While Not while foctory, street, office bldg., etc.) | 
p.m. 19 jot work [] ot work [] ‘ 


21, | certify that | attended the deceased fram._._____._.--_----_. I9____, to_ gt 32... 19.4 Shar I last saw the deceased 


Zz 
Q 
= 
§ 
= 
2 
u 
< 
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DATE SIGNED 


Ad _F11 Kb 


Ro. SEE Ove aL ‘2b. DATE THEREOF 72c. NAME OF CEMETERY ORE REMATORY 22d. LOCATION (City. town, or county) (Stote) 
=r | 8/2/56 Leister's Cemeter near Westminster, Mde 


23. FUNERAL DIRECTOR'S SIGNATURE ADDRESS. ‘24a. REC'D BY REGISTRAR 2ab. REGISTRAR'S SIGNATURE = Pe 
f os 
John R. Byers Westminster, Md. pate 2 J) Z LK 4 te ¢ 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 0 val) § 0 
CERTIFICATE OF DEATH ap hiceaes LZ 


oad 


- 


‘a es =———-5 
Za ) Ab ee ey DEO ee (Where deceased lived. If institution: Residence before admission} 

sf e, o. b. COUNTY 
52 Carroll ab ad Maryland Washington ef 
Bo b. CITY OR TOWN (If outside corporote limits, write ¢. LENGTH OF STAY IN Ib c. CITY OR TOWN (If outside corporote limits, write RURAL end give nearest town) 
s a RURAL ond give neorest town) 
$2 esville Tmos.,26days || Hagerstown 
2 2. d. NAME OF HOSPITAL (If not in Nospital, give street oddress) d. STREET ADDRESS e. 1S RESIDENCE 
= OR INSTITUTION 117 E le Stre +t ON A FARM? 
oN Springfield State Hospital dead © ves (NO 

2 

€ 3. Nave ae First Middle Los! 4. PG Month Doy Year 
25 (Type oF prin!) George Andrew —_ SNYDER DEATH July 1919 56 
>e 8. SEX 6 COLOR OR RACE |7. MARRIED ([} NEVER MARRIED [[] | 8. DATE OF BIRTH 9 AGE ee IF UNDER 1 YEAR|IF UNDER 24 HRS. _ 
ri Y) Month: i 

a Male White wipowen % pvorceot] | Septe 13, 1878 7 gee We el ae Fe he 
e By 10a. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS QR INDUSTRY | 11. BIRTHPLACE (Stole or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
iy 2 , during most of working life, even if retired) 
De leather goods worker ‘ UsSabe 

a 13. FATHER'S N, 14, MOTHER'S MAIDEN NAME 

o 

2 George A. Snyder Elizabeth - Little 

3 1S, WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. | 17. INFORMANT Address 

— (Yes. no, o unknown) {it yes, give wor or dates of service} : 

: No 214-09-8444 pringfield Hospital records. 

8 3 18. CAUSE OF DEATH [Enter only one couse per line for (0), (b). ond (c)-] INTERVAL BETWEEN 

2 I PART 1, DEATH WAS CAUSED 8Y: Arteri. erotic heart di ae 

¢ IMMEDIATE CAUSE (0). osclerotic hea: sease ears 

= woot 

Conditions, if ony, which Chronic cardial infarction 


gove rise to immediote 

ingest “")  g__ Chronic cystitis. 

CoB." ¥ SoS WA o£ nk: NTRIBLTI TO DEA’ Bray RE! OSG. BS TOsLS We Nosyehoue. | 
Ppp Be pg Ly esl oT INO 


reaction. Old organized subdural hemorrhage eEp e 


20a. ACCIDENT WAS_UNDERLYING [J 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port | or Port Il of item 18.) 
OR CONTRIBUTING C] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Doy, Year | 20d. INJURY OCCURRED 20e. PLACE OF INJURY (Home, form, | 20f. (City or town) (County) {Stote) 
Hour 0. m. ‘While Not while foctory, street, office bldg., etc.) ! 
p.m, 19 lot work [J] of work [7] { 


21. | certify that | attended the deceased from. Nove 23 ..... 1955._, to. -duly 19. -., 1956 that | last saw the deceased 
olive on_SUly 19 a) 19.56, and that death occurred at.1021.5.4M, from the causes and on the date stated above. 


* ul ADDRESS (Street, city or town, stote) DATE SIGNED 
Sewatuned Le L Co wo... Springfield State Hospital... 


permit. 


the registror priar ta burial, crematian, ar remaval, and in any event within 72 hours after death. 


19. WAS AUTOPSY 
PERFORMED? 


YES & no 


MEDICAL CERTIFICATION 
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stained by the haspital ar attending physician. 
jould be detached far use as the burial-transi 


PHYSICIAN'S 


Et NAME (Type)_| tin DelCampo, MeDs Sykesville, Maryland 2 
ee 3 Buria 22-56 Beautiful View State Line Pa. 
- 23. FUNERAL DIRECTOR'S SIGNATURE ADDRESS Qdo. REC'D BY REGISTRAR =| 24b. REGISTRAR'S SIGNATURE 


—< TO HOSPITAL OR ATTENDING PHYSICIAN: The low requires that the death certificote be executed within 24 haurs ofter death. Page 4 


Sais (0 Fred W. Kraiss Hagerstown, Md. pare A 22. SG ? Abeta HAO 


fn 24 hours ofter death. Page 4 


cate be executed wi 
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DIRECTOR: After this certificate has been signed by the attending physicion and completely 


eon 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 O7O81 
CERTIFICATE OF DEATH. Reg. Dist. No. Lf, 


1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before admission) 


o. COUNTY 0. STATE b. Ci TY 
MARYLAND Maryland oun’ Washington 


b. CITY OR TOWN {If outside corporote limits, write | ¢, LENGTH OF STAY IN 1b. c. CITY OR TOWN (If outside corporate limits, write RURAL ond give nearest town) 


weigesvi lis” hyr.& mos. lida Route #1, Hagerstown 


d. NAME OF HOSPITAL (If nat in hospital, give street oddress) d. STREET ADDRESS e. 1S RESIDENCE 
OR INSTITUTION ON A FARM? 


Springfield State Hospital ves (] No 


OF First Middle lost 4. DATE Month Day if 


3. NAME Yea 
ee Mary Harper Zohn WADE Beata duly 2, 19 
$. SEX 6. COLOR OR RACE |7. MARRIED [A NEVER MARRIED (] DATE OF BIRTH 9 AGE (ie year reas 1 YEAR| If UNDER 24 HRS. 
Female White |wiooweoQ _oworceoQ) | Nove 2, 1897 ol be | a4 
100. USUAL OCCUPATION {Give kind of work done| 10b. KIND OF BYSINESS OR INDUSTRY |11. BIRTHPLACE {Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
during most of working life, even if retired) 
Housewi fe ere. Maryland UeSedo 
13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 


Albert Zohn Grace Withmore 


15. WAS DECEASED EVER IN U. S. ARMED FORCES? |16, SOCIAL “a. NO. |17. INFORMANT Address 


(Yas, no, 9¢ waknown} {IF yes, give wor of dates of service) :. 
tio pringfield Hospital records 
18. CAUSE OF DEATH [Enter ‘only one couse per line for (0), (b}. ond {2).] pia i aad 8) 
PART I. DEATH WAS CAUSED BY: 
IMMEDIATE Cause fo) Cerebral hemorrha 
x DUE TO. 


Conditions, if any, which o__Cardiovascular syphilis Years 
gove rise to immediote 

cotse (0), stoting the under- DUE TO 
lying cause last. {c). 


Parr Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I{o)] 19. Yeceear 


C.B.S.asso. with circ.dist.,other than cerebral arteriosclerosis,with vesQ) NOX) 
Be CONTRIBUTING HI Cause OF DEATH DEY CHO ULE Uae LIGH With SoS EONS syphi tise 


(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c, TIME OF INJURY Month, Dey, Year [20d. INJURY OCCURRED  |20e. PLACE OF INJURY (Home, form, | 20f. (City or town) (County) {Stote) 
Hour 0. m. While Not while factory, street, office bldg.. etc.) | 
p.m. 19 lot work (J of work [J t 


21. | certify that | attended the deceased from. Otte 18,_..., 195k, to.__Jwly2,.._.., 19.56.,that | fast saw the deceased 


alive on___SUly 2, 1256___, and that death gecurred at 625 PM, fram the causes and an the date stated above. 
ADDRESS {Street, city or town, stote) DATE SIGNED 


y the funeral directar, 


Pages ¥ énd 2 should bertHed with 
= 
SS 


lease remave carbon papers. 
in 72 hours after death. 


MEDICAL CERTIFICATION 


PHYSICIAN'S 
(Type! - e M 


‘Zo. BURIAL, CREMATION, | 22b. DATE THEREOF ‘Zac, NAME OF CEMETERY OR CREMATORY 1d. LOCATION (City, town, of county) {(Stote) 
REMOVAL (Specify) o. r) 
Bursa -- 19 Mooseeve EA p POoonisBaro VWVASH o Mp. 
24a. REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE 


Date 2 (PYRO? 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 67082 
Q CERTIFICATE OF DEATH 


eel 


Reg. Dist. No. 


ce pat bes 
3 = \ fil J La esi ee na, y, FS Salat alot] (Where va ased lived. If institution: Residence before odmissjon) 
ib A coy b. COUNTY ye 
<= ple MARYLAND 
328 FAAZ MME LEAL EOS S 
$3 appt PEA OL (oui corpora lipitypwrte RURAL ond give nerett Town) 
o J 
4 J LO Y 
2 7 (ACHP CELE LL 
= uP NAI ‘OF HOSPITAL (If fer in rhossol: give street address) d. STREET ADDRES: @. IS RESIDENCE 
=“ oo WASTITUTION e vA Wy ON A FARM? / 
™ 
as PLA op athe Gre. ves []_No pK 
ey 3. NAME OF First Middle Lost Ci) Mong} Doy Yeor 
DECEASED _—_ OF Q°°7 
3 poe LL WARD DEATH , id 99S 
e 6. COLOR OR R a8 ae meee NEVER MARRIED [[] | 8. DATE OF BIRTH 9. AGE fy yeor IF UNDER 1 YEAR] IF UNDER 24 HRS. 
y Da; Min 
weomapd owes Peer 7 JL ZY | EE remy sn rer 


12. CITIZEN OF WHAT COUNTRY? 


eg 14, MOTHER'S MAIDEN NAME J ; 
YP an li eae 


1S. WAS. Pace enen IN ‘sy ARMED Hole 16. SOCIAL SECURITY NO. |17. INFORMA ? Addrey f y, 
[Yen, no, of a) pe i W Ps ) Va LB “5 
Lilie. WAY 0) Tigad Ctebrecdy, <d 


18. CAUSE OF DEATH [Enter only one cause per line for (a). (b). ond (c). INTERVAL BETWEEN 


PART I. DEATH WAS CAUSED BY: ONSET AND DEATH 
IMMEDIATE CAUSE (0) 


Lh s DUE TO 
Conditions, if any, which (o) 


gove to immediote 
couse (a), stating the under- 


Then please remove carban papers. 


Part Hl. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEQTH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART op} 19. pede rales 


MED? 
yes] nol) 
20a. ACCIDENT WAS UNDERLYING (]__ | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Part t or Port 11 of item 18.) 
OR CONTRIBUTING LJ CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 
20c. TIME OF INJURY Month, Day, Year |20d. INJURY OCCURRED 208. PLACE OF INJURY (Home, farm, | 20f. (City or town) (County) (Stote) 
eerive: vi; While Not while foctory, street, office bldg., ete.) 
p.m. 9 fot work [J ot work [J i 


21. certify that | qHended the deceased from. 199%. thot | last saw the deceasec! 


olive on ad ee 22... and that death accurred at Keds am the:causes and on the date “iota above. 
$5 (Street, city or town, state) tel 


MEDICAL CERTIFICATION 


ACTUAL 


SIGNATUR! 0. AF GALE sf y 24 eee a e ay san © F 
mamws Hower D E. % TD ___ BYfesiithe LZ. 


Zo. 33, AL pect) 2b. 3 THEREOF ‘Zc. NAME OF ETERY OR CREMOAFORY Md. Poy (City. town, of county} (State) 
ect en. Fo - cS ZZ Cte 
w 24a. "7 D ‘OF sn “ae rome SIGNATURE ! ) 
pate 7” 


DIRECTOR: After this certificate has been signed by the attending physician and completely fil 


Fauld be detached far use os the burial-transit permit. 
the reglstror prior to burial, cremation, ar remaval, and in ony event within 72 hours ofter death. 


ined by the hospital ar attending phys 


page 3 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires thot the death certificate be executed within 24 haurs after death: Page 4 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 ()¢(J/S3 
0 CERTIFICATE OF DEATH Reg. Dist. No. 7S 


1, PLACE OF DEATH 2, USUAL RESIDENCE (Where dycented lingd. If institution: Reigance before admigion 
6. Z, C b. COUNTY 
MARYLAND 
Way, fs 


alt 
Wi b. CITY OR TOWN {If outside corporate limits, write | ¢, LENGTH OF STAY IN Ib c. CITY OR TOWNE outside corpordte limits, wrile RURAL and give nearest etal 
od g ond give neaxest town} ‘ x 

3 


Ved (X 4 
od. NAME OF NOSFITAL (if not in hospital, give street oddress) d. STREET ADDRESS, / e. 1S RESIDENCE 


OR INSTITUTION ‘ON A FARM? 
yes) No 
3. NAME OF First Middle lost 4. DATE Y Yeor 
tree af ARR DLL Gi -WARE HEY M Stara Ses SE 


Min. 


5. SEX 6. - OR OR RACE |7. MARRIED [EPKiEvER MARRIED [-] | 8. Dg at BIRTH SAGE tiny ear 
lostybirthdoy, 
wipowed [} ovorceo O] Lf Cfi-4 26 -/ OFF vil y 
1a. USUAL es PATION ra kind of wark done] 10b. cy OF BUSINESS OR re 1. BIRTHPLACE (Stote or fogeigh country) 12, ial (OF WHAT COUNTRY? 
gumgst of wo nif retired) g 
LAL ; CA L--] Za) 
Pe 14, MOTHER'S MAIDEN NAME 2 
eet Someetlt fk c 
x. "WAS ae RIN U. S. ARMED FORCES? 16, SOCIAL SECURITY 5 vj INFORMANT ‘Address Vig 
(yas, no, oF unknown) {psa ghee wor date of sevice) Lp —y)} i, yy y 4 
TUBES AG 3 “= 03 Yu 4 ntact 4 


| [16 CAUSE OF DEATH [Enter only one couse per line fore), (B), ond L 


PART |. DEATH WAS CAUSED BY: 
IMMEDIATE CAUSE (o} 


gave i ta immediate 
couse (a}, stoting the under ( PUE 10 


lying couse lost, a 
Parr If. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(¢)|19- WAS AUTOPSY 


MED? 
5 yes] NO 
200. ACCIDENT WAS UNDERLYING | oo 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port 11 of item 18.) 
OR CONTRIBUTING [J CAI 
{IF EITHER, NOTIFY MEDICAL EXAMINER) 
20c. TIME OF INJURY Month, eS Year | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, 1 20. (City or town) (County) (State) 
Hour o.n. While Not ae factory, street, office bidg., mel 
Pam, lot work [7] of work 


z =, 
21. | certi aes | ottended the deceos: ies AA Ld, ITLL, to fatty OF, 19 ,that | last sow the deceased 
alive on Sake Tl —-, ond that death occurred ot / / ar , ftom the couses ond on the dote stated above. 


ADDRESS {Street, city or town, state) DATE SIGNED 
Signatur MO. ac ZN Lead, DNA fol +6 
PHYSICIAN'S . , 
Name (tyes) __M.CePorterfield © Hampstead, Mde_________-________....1_ f 9/56. 
To. ape CREMATION 2e, NAWG OF CEMETERY OF CREMATORY = OCATION (City, town, or county) ote) 
Ovat (seacinn 7] () Uy J Ob @e 4 
Decte. JECL(C AL fA 


aia | ENN 2a. rs “D BY REGISTRAR Oo REGISTRAR'S SIGNATURE 
nq — 14 
x tefz, Praufplogd (up ay 0UAG Ah 


ires that the death certificote be executed within 24 


MEDICAL CERTIFICATION: 
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PHYSICIAN: The low requires that the deoth certificote be executed within 24 hours after deoth. Page 4 


__ TO HOSPITAL OR ATTENDING 
5 : 


cry 
= 


MARYLAND Bic she eet OF HEALTH—BALTIMORE, 18 07084 


+ 


Item a TE L 
h n7e CERTIFICAT OF DEATH naghonineeeys 
3 = 3. PLACE OF DEATH oy USUAL RESIDENCE (Where deceosed lived. If institution: Residence before admission) 
= o. b, CO! 
38 Carroll Count MARYLAND "7 Ge uN’ Washington 
. 3 b. angen Ow tr a corporote limits, write | c, LENGTH OF STAY IN 1b c. CITY OR TOWN (If outside corporate limits, write RURAL ond give nearest lown) 
5 ond give. peorest town) , 
52 Westminster 4 weeks Washington is 
E- 2 d. i ets Hee {If not in hospitol, give street address) dd. STREET ADDRESS al e. Ta REaEEEIGE 
=S Glover = Home Unknown ves] No _ 
‘a 2. poi First Middle lost 4. ed Manth Yeor 
F (peor pin) Nettie ' Bydia Rebecca Warner DEATH July 21 1856 
& 5. SEX 6. COLOR OR RACE | 7. MARRIED] NEVER MARRIED ‘aay 8. DATE OF BIRTH tarainton Fn | 1 YEAR; IF UNDER 24 HRS. 
. oat batho 
Female White jwoowex} pworceo] June ll. 1878 a oP 
100. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE {Stote or foreign oe i CITIZEN OF WHAT COUNTRY? 


during most of working life. even if retired) 
Ma and USA 


Hou rk 
13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
George Null Mary Sweidner 
. WAS DECEASEDEVE! 1. S. ARI . sis 
Mar ee ed 
¢ ime Warne ebure, Ma 


18. CAUSE OF DEATH [Enter only one couse per lipe for (0), (b). ond {e)-] INTERVAL 8ETWEEN 


PART 1. DEATH WAS CAUSED BY: ONSET AND DEATH 
IMMEDIATE CAUSE (o} 


DUE TO 
Conditions, if any, which Ps 
Gove rite to immediote 

cotfse (0}. stoting the under. ( DUE TO 
lying couse lost. 


Part Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I{o) | 19. ie AUTOPSY 


RFORMED?: 
ves no] 
20a. ACCIDENT WAS UNDERLYING O) 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port Il of item 18.) 
OR CONTRIBUTING O) CAUSE OF DEATH 
{IF EITHER, NOTIFY MEDICAL EXAMINER) 
20c. TIME OF INJURY Month, Doy, Yeor | 20d. INJURY OCCURRED ‘20. PLACE OF INJURY [Home, form, | 20f. {City or town) (County) {Stote) 
Hour 9. m, While Not while foctory, street, office bldg., etc.) } 
p.m. 19 lot work [7] ot work [J H 


21. | certify that i attended the deceased fram, 19222 to. 
ty 2-0 tc 4 


alive Sy -. and that death occurred at_. M, fram the causes and an the date stated above. 


——~ , ADDRESS (Street, city or town, stote) DAJE SIGNI 
ACTUAL wy, : ey altr~ Wee i‘ EUV k yA 


SIGNATU I ge ee asc e tee LE eee 


= 7 
marcus ATA MES — /’. 


iter death. 
~ 


Then please remove corbon papers. 


‘ate hos been signed by the attending physicion ond comple 


| of ottending physicion. 
MEDICAL CERTIFICATION 


ould be detached for use os the buriol-tronsit permit. 
stror prior to burial, cremotion, or removol, ond in ony event within 72 hi 


> 


“4 ag @o. renwal ee 2b. DATE THEREOF Tic. NAME OF CEMETERY OR CREMATORY 22d. LOCATION (City, lown, of counly) {Stote) 
= es al 
zee B 7- —— es me yyy Cems Gongter LLibert Town ,Maryland 
2 23. FUNERAL DIRECTOR: 'S SIGNATURE ADDI ut vet® ‘2ab. RY RAR'S. Ce 
Aos8) both tel / 1p, Maka A 


Y be 


I MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 09 G85 
7110 CERTIFICATE OF DEATH nigivaing Oe 


@ PLACE or pea ’ ” 
M eal rit LL MARYLAND 
ws b. CITY OR TOWN (If outside a limits, write 2 oe OF STAY IN Ib «. CITY * IOWN fff outside corporote limits, write RURAL ond give neorest EY 
— v4 RURAL ond g t tor Pall 
G Sono A] ob Mitel. 


a } 
3 _ 5 Pe TIUTON {tf not inhospitol, give street ie 5) d. STREET ADDRESS. e. Lope 4 
5 ) d ‘ : 

oe nid an Stite He ey EM Awe 

2 ee ee 

3. NAME O% n hy Fipst Middl 4. DATE Ye 
ee NAME OF : i iddle test) sala Moni Doy cor 
(Type or print) y Iya AS1 DEATH ey 195 Zi 


2. USUAL RESIDENCE (Whese deceased lived. If institution: Residence before admission) 
0. STATE 4 V7; b. COUNTY 


ves) Noky 


3 
e 3. SEX 6. COLO} 2) = 7. MARIE EE] NEVER MARRIED a 8. DATE OF aA 9. AGE (in yeor [IFUNDER LYEAR] IF UNDER 24 HRS, 
a all Lap birthdoy) Min, 
CLL: tAFL \woown tg  oworceog | 7 /K— va =: Pie i Ea 
TOo. USUAL OCCUPATION (Give kind of work done|10b. KIND OF BUSINESS OR INDUSTRY |. BIRTHPLACE (Stote or foreign country) 12, CITIZEN OF WHAT COUNTRY? 


during 2, of working life even if retired) 


Maa 
13. FATHER'S,N, W. , 44. MOTHER'S MAIDI N_NAME 
Wilh nw hhh Maka [into 4 
\e Ws ee ot IN U.S. apse reece 16. tg SECURITY NO. |17. INFORMANT Address 
WAS DECEASED EVER IN U.S. ARMED FORCES 
U0 Hos pi an bd Goh Aw 


18. CAUSE OF DEATH [Enter mre ‘one couse per tin 


al |. DEATH WAS CAUSE! 
|), IMMEDIATE cause ‘o. 


: , DUE TO 
Conditions, if any, which rn 
gove rise to immediote 

co¥se (0), stoting the under- ( CUETO 
lying couse lost, 

dying couse lost. 


Past Il. OTHER SIGNIFICANT 2 oo ws Be il CORTR BD TING: TO DEATH 8UT NOT RELATED TO THE Ys Lope, CONDITION GIVEN IN PART Vo) W pie? AUTOPSY 
J 


(B.S. anager ‘tit WL Wied Ith Ytherra] 0 vol 


200, ACCIDENT Wass UNDERLYING [J 2 as HOW INJURY OCCURRED. (Entfr noture Af injury in Port I or Port Il of item 18, 
OR CONTRIBUTING DJ CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 
20c. TIME OF INJURY Month, Doy, Year | 20d. INJURY OCCURRED =| 20e. PLACE OF INJURY (Home, form, 4 20F. (City or town) (County) (Stote) 
Hour o.m. While Not wie foctory, street, office bldg., etc.) 
p.m. fot work (T] of work H 


21. | certify thot | ron the a on TE Lh W928 to LLY = 27,19. Sfa,rhot \ lost saw the deceosed 
ond that Wy fer ot_X 244M, from the causes ond on the date stated above. 


Mila Decale Sim fa itd ie 
| fears dnd) /¢ Sour cotte (c es ae 


f : o ['220. BURIAL, CREMATION, | 22b, DATE THEREOF | 22. N&I BURIAL, C, ae " DATE THEREOF AME OF Gy ETERY pZ READY Td. tye “ityytown, or county) (Stote) 
> & 4 EMOVAL gS 3 
sce EPA La 2 VL hid 


ficate be executed within 24 haurs @! 


east BETWEEN 
ND DEATH 


CP 


Then please remave carbon papers. 
‘ent within 72 haurs after deoth. 


The low requires that the death certil 


icate has been signed by the attending physician ond completely fill 


1 or attending physician. 


DIRECTOR: After this cer 
ould be detached for use as the burial-transit permi 


MEDICAL CERTIFICATION 


|, cremation, ar removal, and } 


‘or priar to buri 


JOSPITAL OR ATTENDING PHYSICIA! ‘: 
ined by the haspii 


=o2 
oro 3 
=F 23. i IERAL DIRECTOR'S SIGNAY a Dedede (or 24a, REC'D BY Lat Zab. REGISTRAR'S SIGNATURE 
VS A15(4 ly ~ 
Yea 9735 ES Dy Puy aaa CA. Ly ak SZ a ae 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
7 CERTIFICATE OF DEATH Od 


Reg. Dist. No. 


= 


sé 
2 = 1. PLACE OF DEATH 4 2, USUAL RESIDENCE (Where deceased lived. If iesittion: Rexidence before odmisign) 
23 a MARYLAND < 1 SSN DY 
a Ltd A LLL 
. b. Sty, OR TOWN (ifoutside earn ete lievits, write ce Ss OR Town Uf outside corporate Aimits, write RYRAL and give nearest town) 
: 3 URAL and ave ¢ # 
- 2 NAME OF Ae AL (If ey in hospital, Qive street nas y (2 Se ADDRESS e IS Cad la 
£5 OR INSTITUTIO ON A FARM? / 
BS EARL" Z yes (] No BK 
ag 4 
3. NAME OF Fint idle 4.0. Month Day Yeor 
. DECEASED Fs ° Fs, 
ie (Type or print) ft AR Q Wi 17S ons DEATH Ju We / 19 SO 
. 5. SEX 6. COLOR OR RACE | 7.” MARRIED [] NEVER MARRIED [>f | ®. DATE OF BIRTH 9. AGE (In yeors [IF UNDER 1 YEAR] IF UNDER 24 HRS, 
eo = lost baton | Min. 
wiooweo E] —_vivorceo tO] | £7 ~ é- SIE 


10a. USUAL OCCUPATION {Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (Stote or foreign-country) 12. CITIZEN OF WHAT COUNTRY? 


£ 
ro j during most of working life, even if retired) 
3 i ¥ VMEL 2 
\ } 14, MOTHER'S MAIDEN NAME 7 7 
a) 
_ tA lat RAT va WIM Leet e’ tb. hep cs 


18. WAS DECEASED EVER IN U. S. ARMED FORCES? 16. SOCIAL SECURITY NO. |17. INFORMANT LY addr: 
ies sy 3 fig ees enteral fg Jy, 
LEO CEL-| te ZUleg 2. HZ LITE: - a Lovls Li 


18. xe OF DEATH {Enter only one covse per line for (0). (b). ond {ch} INTERVAL BETWEEN 


ONSET AND DEATH 
PART I, DEATH WAS CAUSED BY; eumt 
IMMEDIATE CAUSE (0 MEV. vain cra 


ar ’ DUE TO 


Conditions, if ony, which tb} 
gove rise to immadiote 
cowse (a), stating the under: 


lying couse last. @ Jays 6 


Part Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1{a) | 19. pee 


yes (]_No fg’ 
200. ACCIDENT WAS UNDERLYING [1] | 20b. DESCRIBE HOW INJURY OCCURRED, (Enter nature of injury in Port | or Port Il of item 18.) 
‘OR CONTRIBUTING C] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 
20c. TIME OF INJURY Month, Dey, Year |20d. INJURY OCCURRED — | 20e. PLACE OF INJURY (Home, form, | 20f. (City or town) (County) {State} 
Hour o. m. While Not =e foctory, street, office bldg... etc.) ! 
p.m. Jat work [1] at work \ 


Then pleose remove carbon popers. 


the registrar prior to buriol, cremotion, or remaval, and in any event within 72 hours 


MEDICAL CERTIFICATION 


21. | certify thot | ottended the deceased from. 1 9.826, to LT LY, 19RLe.that | last sow the deceased 
alive on OsUNE wo, am that death accurred ot of? M, from the causes and on the date stated above. 
DORESS (Street, city or town, stote) DATE SIGNED 


/) lacus, VA. the nw SY KRESLING 7 Dre Fu ysd 
aries How AyD _E, 


DIRECTOR: After this certificate hos been signed by the ottending physician ond completely fi 


jauld be detached for use os the buriol-tronsit permit. 


wiained by the hospito! or attending physicion. 


Ed 


poge 3] 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the deoth certificote be executed within 24 haurs after deoth. Poge 4 


ax ; 
Zo. patel Aye ‘Wb. DATE 1 = 5E Zc. NAME OF CEMETERY OR GREMARORY: Md. LOCATION (City, town, or we (State) if 
14 YWiekLa Y Y LB. oP 
Eo d (SELL CHE etc C7 s <P 
- 73. Eur pe “ay 7 | 240. REC'D BY REGISTRAR | 24b, REGISTRAR'S SIGNATURE 
57 Fe 

Vs. A15 (4) Ps Seats ef 7 f Ft 
BM 9738 2 one WI-PE | Et, 


eet ree 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
: 
7112 CERTIFICATE OF DEATH H708 


Reg, Dist. No. 
2. USUAL RESIDENCE (Where decpased lived. If institution: Residence before inal 


LP. b. COUNTY UpttAd, 


c. CITY, wy 19 " outside corporate limits, write RURAL ond give nearest aes 


ood 


1. PLACE ce penal 


MARYLAND 


Z. yesete) 


y the funeral director, 
1d 2 should be filed with 


Mat! 2 ~ Cato, hy L0 
a. "NAME OF HOSPITAL (If WG in hospital, give sireet oddress| d. STREEP ADDRESS: ¥ 1S RESIDENCE 
GR INSTITUTION 9 (* hosPitel. give D LZ, WY 7) “ON A FARME f 
tla : es a vest] not 
3. NAME OF iat Middl 4. DATE ¥ 
NAME OF int iddle ers Last "eo Day cor + 
(Type or print) OfBERT Stara Vi day 


Pages 


e 77] & COLOR OF Ace 7. =: [7] Never MARRIEO [[] | 8. DATE OF SU 9. AGE fin eon ae (ta Fe ee. 
‘a Hi Mi 
wivoweo [] _—oivorceo [] or, ae bia | jours | Min. 


10a. ca occu IS tind ‘of work done] 10b. oy OF y, INESS OR INDUSTRY | 11. Le Lf (Stote or for country) 2. CITIZEN OF WHAT COUNTRY? 


ing mo ing jife, even if retired) VLE: <9 YH, 


fz: Zs deers AY OTHEA Lid. 


(Stl 4h 
EZ ae LY: Sag 
2) - . 
LLL Za Jpr§ (Vihfi, focOtde 


ficate be executed within 24 »: after death: Page 4 


se remave carbon papers. 


TS, WAS DECEASED EVER 1N U.S ARMED FORCES? 16, oo SECURITY S 17, INFORMANT y ihren , 
eye Wim gerard oe ; y ZZ yy 
fl | eS I ROE Z OVS 2. f 7-0 7. Le Le ECS a Malate ley reg 


| [18 CAUSE OF DEATH CAUSE OF DEATH [Enter only one cone per line for(o) bhord fa] SS only one couse per line for (0), (b), and (c)- 


PART |. DEATH WAS CAUSED BY: 
IMMEDIATE CAUSE (6) 


PY TR DUE TO 


Conditions, if any, which 
gove rise to immediote 


cause (o}, stating the under- ( DUE TO 
lying couse lost. ¢. nl, 
Part Il OTHER SIGNIFICANT CONDITIONS CONTRIBUTING 1 DEATH BUT NOT RELATED TO THETERMINAL DISEASE CONDITION GIVEN IN PART 1(o)]19. WAS AUTOPSY 
yes] no(] 
20a. ACCIDENT WAS UNDERLYING (1) 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Part | or Port Il of item 18.) 
OR CONTRIBUTING CJ CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 
0c. TIME OF INJURY Month, ie Yeor [20d. INJURY OCCURRED — 20s. PLACE OF INJURY (Home, form, 120 (Ciiy or town) (County) (tote) 
Hour 0. 1. While Not =i foctary, street, office bldg., ete.) | 
p.m. jot work [] of work 


21. | certify that L-attended the deceased from.___ Jayvide_ 11929_, to gree , 195.2 that | last saw the deceased 
alive on__. ae -~ 12/8... apd that death occurred aA __o, fram the causes and on the date stated abave. 


Liuarcth il lonpny siote) DATE SIGNED 
SS A tll Lon otal. 


INTERVAL BETWEEN 
ONSET AND DEATH 


Then 


ian. 
ate has been signed by the attending physician and completely 


MEDICAL CERTIFICATION 


d by the haspital ar attending phy: 


RECTOR: After this certi 


JOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death cert 


d ‘Zo. BURIAL, CREMATION, | 2b. DATE THEREOF Zc. NAME OF ae OR DORY 22d. LOGATION (City, sown, or county) (tate) 
Le28 AE y -22-se | 7 a j OP, if 
ofo BY Vio es ? 

- © ao en Daa. REC'D BY REGISTRAR ae TRAR’S. oe! 
Ys ANS (4! te Mest Cp T- O-Lb 2 
Yet ores ha i A haa C0 Date 4 : 


9c6t S 


arses 


— 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 ., 
WA Toto} 
7113 CERTIFICATE OF DEATH 


a 
WN oes, = Reg. Dist. N 
& 3 & TARAGS Greate 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before odmission) 
. STATE 

é se if : thy arrel MARYLAND e AY] A ; i BCOUNT» | 
' a "F; 
= te _ |b. CITY OR TOWN (If autside corporate limits, write | ¢. LENGTH OF STAY IN Ib c. CITY OR TOWN (Wautside corporate limits, write RURAL ond give nearest tawn) 
9 tse y RURAL ond give nearest Jown) P] ¥ 
% 52 eye A EA Yee. Meovnrk & Vey 
i 22 d. NAME OF HOSPITAL (If not in hospitet” give street oddress) d. STREET ADDRESS e. 1S (igen 
3 5 OR INSTITUTION ON A FARM? 
£5 at oak fl #2 sf at Oak & ves [] no | 
o S -="1""-°r"=p Aone 

Z 3. NAME OF Fint Middi 4. DATE Month Ye 
“a DECEASED bie ae & I's J ae es = es 
i) ) Pe 
y (Type or print) dyr s vrigh DEATH (va 
F TH fors [IF cal ies IE UNDER 24 


Pages 


5. SEX _ 6, COLOR OR RACE * MARRIED Del £1 |ARRIED [_] | 8. DATE OF 8! 9. AGE (In HRS. 
Maie h Sp fast birihdoy) mi 
le Mite — |woowes 9 pworceo tl] | J a wae fr. 
10a, USUAL OCCUPATION (Give kind of wark done] 10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (State or ya a] is CITIZEN # ‘WHAT COUNTRY? 
during mos}, of ae life, even if retired) 
Zi Far yw fa no 1 


13. FATHER'S > 14. MOTHER'S: MAIDEN A [AME 


ber an aret Elmiva pe 


7 WAS _ EVER IN U.S. adage cor sid 16. ee HAL ae NO. | 17. INFORMANT Address 
‘es, no, oF unknown) Ulf yen, give wor or of service} a A * F| 
"Wo 2i2-2¥-G/74 ro Me Clyde Wy bh _Aivy Md. 


| is. cause oF beaTH [Enter only one cause per line far (9), (b). ond (c)-] INTERVAL BETWEEN 
PART I. DEATH WAS CAUSED ; , 
IMMEDIATE CAUSE (0) Ca Loe(MCHwRQ wv £ Sto Lied ach Mere than 


Then please remove carban popers. 


eal 


/ DUE TO 
Conditians, if any, which 
is any, wh _ 
t 
gove rise ta immediote DUE TO 


cate (a), stoting the under- 
lying cours last. (S 


PART TL. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0} 119. RO a 


MED? 
ves] NO [ 
200, ACCIDENT WAS UNDERLYING []__} 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature af injury in Port | ar Port Il af item 18.) 
‘OR CONTRIBUTING LC] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 
al ehe | Catice, 
20c, TIME OF INJURY Month, aa Year |20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, | 20F. (City or town) (County) {Stote) 
Hour 0. m. While Nor xi factory, street, office bidg., etc.) | 
p.m. Jot wark [7] of work ' 


21. I certify that | attended the deceased fram. Ta WSL, to tuly __. , 19:82, that | lost saw the deceased 
alive on_doly 3 12.5.4___, ond that death occurred ot J 2p MF tam the causes and an the date stated above. 


ADORESS (Street, city ar town, state) DATE SIGNED 
oe Mo. ___/1e dat Airy bd: X- A 3 ME é 


ate has been signed by the attending physician and completely 


ar attending physician. 


DIRECTOR: After this certi 
MEDICAL CERTIFICATION 


jauld be detached for use os the burial-tronsit permit. 
the registrar prior to burial, crematian, ar remaval, and in any event within 72 hours ofter death. 


ITAL OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed wii 


» 


Fa x B ibis |e 2b, OAT WAL. OF CEMETERY OimGREMATORY Zid. LOCATION (City, town en county) State) 
2 REMO i ti 
pict Lea Poe ON ftdinapy le: fF /u- 
ks e 
= fe 3. BUNERAL DIRECTOR'S sya as i 2ho. REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE 5 
Ys ANS (4 nt ood Atte, “3G VA E, 
Years. YO eo HGS OS if) fccdMtiy 


1 MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 


6708! 
CERTIFICATE OF DEATH 1408 


Reg. Dist. No. 
1 age 4 OF DEATH 4 pe eoece {Where deceased lived. If institution: Residence before admission) 
a. b. COUNTY 
Carroll eee Maryland Carroll 
b. CITY OR TOWN (If outside corporate limits, write | c, LENGTH OF STAY IN Ib c. CITY OR TOWN (If outside corporote limils, write RURAL ond give neores! lown) 
RURAL and ov nearest “eh a 
Rural Westminster 18 yrs. Rural--Westminster y, 
d. NAME OF HOSPITAL (If not in hospilal, give slreet address) d. STREET ADDRESS e. 1S RESIDENCE, 
OR INSTITUTION ON A FARM? | 
R.D #6 yes [E No] 
3. NAME OF First Middle lost 4. DATE Month Day Yeor 
DECEASED | OF 
UType or Print ORG WASHINGTON YOUNG | orm = JULY 27, 1956 
S. SEX 6. COLOR OR RACE |7. MARRIED ERY NEVER MARRIED [-] | 8- DATE OF BIRTH 9. AGE (In years [IF UNDER 1 YEAR IF UNDER 24 HR: 
lost birthdoy) [Months Doys rv 
ma te wioowen [] oivorceo [1] =-27=-1881 75 ms (Ea 
100. USUAL OCCUPATION, > fe kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (State or foreign country) 12. CITIZEN OF WHAT COUNTRY? 


during most of working life, even if retired) 


farmer owner Maryland Uts.A. 


13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
John Young Elizabeth Ann Frizzell 
Uetap a cic: EVER ode ellie IS 16, SOCIAL SECURITY NO. | 17. INFORMANT Address 
) no 216-03-6019 Mrs. SArah Jane Young Same 


18. CAUSE OF DEATH [Enter only one couse per |} y fo), (b), ond {c}.] INTERVAL BETWEEN p 


PART |. DEATH WAS CAUSED.8Y: ON SE) AN Za. seh 
IMMEDIATE CAUSE {o} — 


' DUE TO 


in 72 hours ofter death. 


I hh 
Conditions, if ony, which ) a lau eA cannon E las Dee, wm dA 


gove rise to immediate ( 9. Pas 

co¥se (0), stoting the under. 

lying cause last. ote : Frese PIE Oztag |v SY AA 
Past 11, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART (6)] 177 WAS AUTOPSY 

ves] no] 

200. ACCIDENT WAS UNDERLYING [) | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nolure of injury in Port 1 or Part Il of item 18.) 

OR CONTRIBUTING [) CAUSE OF DEATH 

(IF EITHER, NOTIFY MEDICAL EXAMINER) 

20. TIME OF INJURY Month, Doy, Year |20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm, | 20F, (City or town) (County) {Stote) 
Hour 9. m. While Not oi foctory, street, office bldg., ty iH 

p.m. jot work [7] at work 


yy coptify didt i otfended the deceased from. haat 19.4%, 0 Fae Z., \93B,,thot | lost saw the deceosed 


5 1925 Bes, gpd thot deoth occurred at_2 99/10 fe fro rom the causes and on the date stoted obove. 


WZ, ASBHESS (tee, cy aad (/ pS SIGNED 


MEDICAL CERTIFICATION 


4 
/ Snatur a hte te ly IAL A Ae thd! Ltety ALg 
mes A, Gren Speifeer YY 
220. BURIAL, CREMATION, | 2b. DATE THEREOF ‘22e. NAME OF CEMETERY OPUREMIAIOMET 22d, LOCATION [City, town. or county) (State) 
"SeRrAT” | 7-31-1956 Taylorsville Carroll CO*F"™" ya) 
73, FUNERAL DIRECTOR'S SIGNATURE ADDRESS 2da. REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE 


4 


Cc. M, Waltz Winfield, Md. Dae FP -3 /- A cece (jg. fy 


cea Pe 


5A Avaang 


> ONG 


Dae na 4 De 
We] 


J / | IID IG 


$s after death. 


\ 


| a 


bint be execu: 


ith the registrar within 72 hour 


jaw requires that the death 


INSTRUCTIONS 


The botiom copy may be retained by the hospital or attending physician. 


TO FUNERAL DIRECTOR: The law requires that the death certificate be filed 


TO A’ Bic PHYSICIAN OR HOSPITAL: The |: 


after death. After 


in by the funeral director, the third copy of this 
C 


certificate has been executed by the attending physician and completely 


death certificate assembly should be detached for use as a burial transit permit. 


VS AISC 1-55 10M “= 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 


H7U90 
7115 CERTIFICATE OF DEATH se Se 


2. USUAL RESIDENCE (HOME) OF DECEASED 


PLACE OF DEATH 


COUNTY Carroll 


MARYLAND STATE couny G 


LENGTH OF STAY 


t"year 


CITY [If outside corpor mits, write RURAL end giva nearest town} 


TOWN Finksburg 


CITY (If outside corporete limits, write RURAL 


town " Hinks burg 


13. 


HOSPITAL OR STREET {i rurel give locetion) 
ADORE: 

STREET ADDRESS Cedarhurst Road Cedarhurst Road 

"3. NAME OF First) (Middle) 7) 4. DATE (Month) Day} “leo 
(ype or Prin Mary Elizabeth Zenders pean Tuly = 14 1956 

5. SEX 6. ae. OR 7. cit MARRIED, m 8. DATE OF BIRTH 9. AGE last birthday WF UNDER 1 YEAR | IF UNDER 24 HRS. 

F W ee Mar ET eS da |June 23 1871 85 has ‘Months Days Hours | Min. 

10a. USUAL OCCUPATION (Give kind of work 10b, KIND OF BUSINESS Ti, BIRTHPLACE (Stete or foreign country) 12, CITIZEN OF WHAT 
done during most of working life, even if OR INDUSTRY COUNTRY? 
tired) Housewife | Maryland | USA 


14. MOTHER’S MAIDEN NAME 


Elizabeth Mitchell 


FATHER'S NAME 


Charles Gittings 


15. 
(Yes, 


WAS DECEASED EVER IN U. S. ARMED FORCES? 
of unk.) (lf Yes, giva wer or detes of service) 


16. SOCIAL SECURITY NO. 17. INFORMANT & ADDRESS 
None Alva Brooks Finksburg Md 


18. MEDICAL CERTIFICATION INTERVAL BETWEEN 
1 DISEASES OR CONDITIONS DIRECTLY LEADING TO DEATH ONSET AND DEATH 
hy /mmeviate CAUSE (A) BLs;,. 


ANTECEDENT CAUSE(S) OVE TO 


. 7 ty pcuec 
DISEASES OR CONDITIONS, IF ANY, (8) 1 iv eho 3 Liver JER 


GIVING RISE TO THE ABOVE CAUSE 


STATING UNDERLYING CAUSE LAST. a TO 


Ler OSLER OTIC C.V. DiSEASE il ir YE PRS 


OTHER SIGNIFICANT CONDITIONS, Rng GSE 
TO THE DEATH BUT NOT RELATED TO THE Sera r 
DISEASE OR CONDITION CAUSING DEATH, a RRDIAC 1) EC OM PEW SAT) ON 


19e. DATE OF OPERATION 19b, MAJOR FINDINGS OF OPERATION 20. AUTOPSY? 
yes [] NO 
2la. 


OR CONTRIBUTING [] CAUSE OF DEATH OF INJURY street, office bldg., atc.) 


(IF EITHER, NOTIFY MEDICAL EXAMINER) 
21d. TIME OF INJURY (Month) (Dey) (Yeer) (Hour) 


ACCIDENT WAS UNDERLYING [] 2b, PLACE (Home, farm, fectory, | ‘2ic. WHERE DID INJURY OCCUR? (City or town) (County) (Statey 


Zile. INJURY OCCURRED 21f. HOW DID INJURY OCCUR? 
While Not while 
et work oO et work 


22. | hereby certify that | attended the deceased from... MAYA Ce. fa, 9.5L to! : J 19-2.2...., that | last saw the deceased 
| 


u wu and that death occurred et..../.. fA M: ben the causes ard on the date stated above. 


alive on. = » Wad... 
SIGNATURE oer? ADDRESS (Street, city, town, stele) DATE SIGNED 
See. 
b eles ewer abel M.D. 
23. BURIAL, CREMATION, eae elt NAME OF CEMETERY OR CREMATORY LOCATION (City, town, or county) (Stele) 


. REC'D BY S tea 


RMON St far” 


uly 18 1 Baltimore 
g es ite ber iene oe 


REGISIRAR’S SIGI 
\ iin acer pHi isterstown Ma 


Sk, 


—Z 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 0709 
+¢ CERTIFICATE OF DEATH Reg. Dist, No. Se S 


x 1. PLACE OF DEATH 2, USUAL RESIDENCE (Where deceased lived. If institution: Residence before odmistion) 
0. COUNTY atten ©. STATE b. COUNTY 


re Maryland 
c. LENGTH OF STAY IN 1b 
QO yrs 


b. CITY OR TOWN (If outside corporate limits, write ¢. CITY OR TOWN (If outside carporate limits, write RURAL ond give nearest town) 
RURAL and give nearest town) 


Ted with 
= 
Ds 


by the funeral director, 


za 
= an n An own Ls 
2 d. NAME OF HOSPITAL (If not in hospital, give street oddrets) d. STREET ADDRESS: e. IS RESIDENCE | 
= OR INSTITUTION ON A FARM? / 
ss yes] No (Ff 
iq 

f 3. NAME OF Fit Middl lost 4, DATE Mm ¥ 

DECEASED y - ‘i jonth Doy ear 


(Type or print) zab: h Ww 7 Z SEatH July 31 19 6 


epp 
5. SEX 6. COLOR OR RACE |7. MARRIED] NEVER MARRIED [-] | 8. DATE OF BIRTH 9. AGE (In years [IF UNDER 1 YEAR| IF UNDER 24 HRS. 
lost birthday) Bays Min, 
EF W widoweED [J pivorceo [} | O 6.18 ES} yn, 


Pages 1 


£ y Vo. USUAL OCCUPATION (Give kind of wark done} 10b. KINO OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (State or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
H ] during mast af working life. even if retired) 
) Housey Own home Penna, U.S.A. 

13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 


ate be executed within 24 haurs ofter death: Page 4 


Jesse _iyers Annie E. Witmer 


and y 1$. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. 17. INFORMANT Address 
ECan, no, oF unknown} Gf yes, give war or dates of rervice) 
no m ifton pp, Taneytown, Maryland 

18, CAUSE OF DEATH [Enter only one couse per fine for (0), (R). ond (cl. : INTERVAL BETWEEN 

PART 1. DEATH WAS CAUSED BY: V Sie ie ee 
Posy oy IMMEDIATE CAUSE (0 

p was DUE To. Me ‘i 

Conditions, if any, which 


gove rise to immediote 


in 72 


Then please remave corban papers. 


5 
v3 
5 


is certificate hos been signed by the attending physician and campletely fille: 


couse (a), stoting the under. ( DUE TO 

lying couse lost. (c). 
rd Part It. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART aif WAS AUTOPSY 
= 
$ yess] nol 
5 | 200. ACCIDENT WAS UNDERLYING []__ | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port Il of item 1B) 
& | OR CONTRIBUTING LC] CAUSE OF DEATH 
© | (UF EITHER, NOTIFY MEDICAL EXAMINER) 
a 

SR 
& ]2%c. TIME OF INJURY Month, Dy, Yeor ]20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, 20f. (City or town) (County) (Stote) 
8 Hour o. n. ~ While Not while factory, street, office bldg., etc. i 
= p.m. lat work [] ot work [J ' 
+ 21. | certify that | attended the deceased from. Wen 30, 1986, to Surin SL__, 19.5 Gthot | lost sew the deceased 


‘ 


gf 
ee alive on__. Dus, woe, a Wiha ath occurred at]: SOAAM, from the couses and on the date stated above. 
=o , c — Cy ADDRESS (Street, city 
> * 
Be ere x MND no $4 Cdn SF Saran 
a PHYSICIAN'S 
Se ne ee a ee 


o 


page 3 Should be detached far use as the burial-tronsit permit. 
the registrar priar to burial, cremation, or remaval, and in any e 


Reo. Ne a ‘2b, DATE THEREOF Zc. NAME OF CEMETERY OR CREMATORY 22d. LOCATION (City, town, or county) (Stote) 
Buris Aug 956 Pleasan all Cemeter Pleasant Valley, Maryland 
23. BUNERAL DIRECTOR'S eZ ADDRESS 2da. REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE ) = 
AM three SC (gi/ Taneytown, Maryland wae 3 PIG Cth mM” 
oe a a Le et ed es et 


TO HOSPITAL OR ATTENDING PHYSICIAN: The low requires that the death cert 


